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PERSONAL STUDY PLAN
Name: Susan Webb
Date: 27th October 1997
Date of registration: 16th October 1997
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OVERALL OBJECTIVE
To produce an integrated portfoho which investigates the problems encountered in 
growing old in today’s society.
CLINICAL DOSSIER 
Aims:
To demonstrate professional competence
To enhance professional competence by critical reflection on practice 
Proposed content:
A review of my professional practice since 1990, with a resume of post-qualification 
training to date. The main focus will be my role in the development of a new clinical 
psychology service for older adults taking place in 1997/8. The review will make 
references to interventions at the client, systems and organisational level. It will be 
presented in three sections; the psychologists’ consultative role in shaping service 
structures, clinical approaches and clinical outcomes, with reference to a case study. 
An overview of the current levels of services for older adults in the District will also
be described and how developing services aim to meet the challenge of an ever- 
increasing older population.
ACADEMIC DOSSIER 
Aims:
To enhance my personal knowledge of two specialist areas of clinical psycholog}^ 
To improve skills in the critical evaluation of the relationship between theory and 
practice
Proposed Content:
Two 4,500 word reviews will be produced on the following topics:
1. The identification, assessment and treatment of elder abuse
Elder abuse still remains a taboo subject amongst carers and professionals alike. 
Despite a growing body of research, there is no um fony ly accepted definition, and 
identification is often Iraught with difficulties of blurring boundaries concerning what 
constitutes good care and who should accept what responsibility. Policies are not 
nation-wide and training in identification and assessment techniques is lacking or 
unavailable. Due to inadequacies at this level, psychological treatments for elder 
abuse remain generalised and vague. The literature is reviewed critically with a view 
to identilying the most descriptive theory of abuse, producing guidelines for 
identifying, assessing and treating victims of elder abuse and suggesting mediums for 
future training.
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2. Discuss the causal factors involved in elder abuse
Elder abuse has become an important topic in older adult psychology since the late 
1970s. It has moved from the basic concept of “granny bashing” to the development 
of several theories of causation. Much research has focused on the perpetrators, such 
as care givers and the burden involved in caring for a close relative suffering from 
dementia. Relatively little however, has looked at the profile of the victim to identify 
whether they are likely to be a victim of circumstances, violent family background, or 
possess certain personality traits. These issues will be explored with the aim of 
suggesting psychological treatments which may be successful in preventing the victim 
remaining in their role.
RESEARCH DOSSIER 
Aim
To increase research competence 
Research Title
• An investigation of the factors involved in the adjustment of carers of spouses 
suffering dementia, following the spouses admission to long term care.
Research Supervisor:
Glynis Laws - research tutor 
Caroline Selai - field supervisor
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Background and Relevance
There has been much research carried out into the bereavement process of widows and 
widowers after the death of a loved one (Parkes, 1975; Dimond,1981), and the steps of 
grief from shock/numbness and depression through to eventual acceptance, 
resolution and adjustment are now accepted as a general pattern which most grieving 
individuals experience during their bereavement. Various studies have attempted to 
compare the intensity of grief of older and younger people (Jacobs & Douglas, 1979;
Ball, 1976), and conclude that elderly people have a greater cognitive acceptance of 
loss, which makes grief reactions less prominent than younger people. However few 
studies have focussed on when the grief process actually begins.
Higginson and Priest (1996) studied family anxiety in the weeks before bereavement 
of cancer patients. They found anxiet}' was higher in younger people (45 years and 
under), spouses, and those having a short time between diagnosis and low patient 
mobility. They also found a small but significant correlation between a longer time in 
touch with palliative services and lower family anxiety. This study raises the question 
as to whether some type of acceptance of loss process may begin whilst the patient is 
still alive.
In a Canadian study, Rosenthal and Dawson (1991) focused on the experiences of 
wives who had been carers, and their feelings when their husbands were admitted to 
long term care. They found that the carers experienced the symptoms characteristic of 
the first stage of bereavement, loneliness, guilt, anger and sadness, together with other V 
feelings of relief that they no longer have the difficult task of full-time caring, and the 
knowledge that their husbands were being well looked-after. Rosenthal and Dawson 
termed this the “first stage of the transition to quasi-widowhood”. That is, women who 
have begun to lose the relationship they had with their spouse, even though their 
spouse has not yet died. The longitudinal study took place over 18 months, and
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although they saw four stages to quasi-widowhood, they only concentrated on the 
first. The stages are as follows:
• Stage 1 : Characterised by feelings of ambivalence and a predominance of
intrapersonal concerns such as loneliness
• Stage 2: Characterised by a shift to an interpersonal focus
• Stage 3 : Characterised by relinquishing some roles and creating new ones
• Stage 4: Characterised by resolution and adaptation
This study aims to expand on Rosenthal and Dawsons findings by exploring how 
carers adjust emotionally, physically and socially when their spouse is admitted into 
long term care. Two main areas will be focussed on during the investigation. Firstly, 
the admission process of the carers’ spouse into a long term care facility and the effect 
it has on the carer themselves. For example, whether the extent to which the carer is 
consulted determines the amount of guilt or depression felt by the carer when 
admission takes place. Secondly, the quality of the marriage before and during the 
spouses’ illness, and whether the perceived closeness of the relationship is 
advantageous to the carer in adjustment to their spouses’ admission or illness. Finally, 
sex differences will be explored in both the above areas.
The outcome of the study will help to determine what services should be developed 
within the locality to help carers cope at such a distressing time.
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Hypotheses:
1. Carers whose spouses enter long-tenn care after a period of being cared for at home 
will adjust better emotionally and physically if they perceive the admission process as 
a positive experience.
2. The quality of the relationship within the marriage prior to admission will have an 
influence on adjustment to life for the carer after admission.
3. Carers with lower scores on the depression, anxiety and health measures will be 
positively correlated to better emotional and physical adjustment than those with high 
scores.
4. No sex differences will be found
Methodology
i. Design
A longitudinal study with two interviews carried out at a 6-month interval, involving 
both within and between subjects’ design.
The Assessment Panel for residential placements at Tolworth Hospital will be 
approached for names and addresses of dementia sufferers who have been admitted to 
long term residential care within the last three months. Their spouses will be sent a 
letter, explaining the study and inviting them to participate. The interviewer will then 
meet with them, giving a more detailed brief, ask if they would still like to participate, 
and a consent form will tlien be given. The interviews will involve two structured 
questionnaires, the General Health Questionnaire and the Hospital Anxiety and 
Depression Scale (both validated for use with older people); and a semi-structured 
questionnaire looking at demographic data, illness history, marital relationship and 
details about the admission process of the carers’ spouse into long term care. All 
interviews will be conducted in a face-to-face manner, and subjects will be given a
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debrief after the interview. Subjects will then be contacted for a follow-up interview 6 
months later.
ii. Subjects
Carers who are spouses of men and women suffering from dementia who have left the 
carer within the last three months to be cared for in a long-term care facility.
iii. Data
• The Ethics Committee to be given a proposal for approval by 8th July 1998.
• First inter\dews to be conducted from July 1998
• Follow-up interviews to be conducted from January 1999.
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THE IDENTIFICATION. ASSESSMENT AND TREATMENT OF ELDER
ABUSE
THE IDENTIFICATION. ASSESSMENT AND TREATIVIENT OF ELDER
ABUSE
Elder abuse as a concept has been around since the early 1970’s. It has however 
remained a relatively taboo subject until the mid 1980’s, and as a subject its 
development is following in the footsteps of child abuse. Unlike child abuse it is still 
in its infancy in terms of definitions, policy, both locally and nationally, assessment 
and treatment due to the lack of consensus and a body of knowledge which is only 
recently beginning to grow in the area. Currently there is no uniformly accepted 
definition and identification is often fi-aught with difficulties about what constitutes 
good care and with whom responsibilities should lie. Policies are not nation-wide and 
training in identification and assessment techniques is often lacking or unavailable. 
Due to the inadequacies at this level, psychological treatments for elder abuse remain 
generalised. This critique aims to explore the available literature in each of these areas 
and then suggest the best combination of those cited to define elder abuse, assess its 
occurrence and areas where treatment packages need to be developed.
Population Statistics
Between 1989 and 2041 the number of people over the age of 65 in Great Britain will 
rise from 8,758,000 to a projected 12,468,000 or from 15.7% to 21.2% of the general 
population (Government Actuary OPCS PP2 NO. 17). Between 1988 and 2010 the 
number of people over the age of 65 in the United States of America will rise from
30,367,000 to a projected 39,362,000 or from 12.3% to 13.9% of the general 
population (US Dept, of Commerce, Bureau of Census, 1990). Similarly in Canada 
between 1981 and 2041 people over 65 will increase from 2,360,000 to a projected
7,744,000 or from 9.4% to 20.7% of the general population (Denton, Feaver, and 
Spencer,1987). People in the Western World are living longer and reaching their 
longevity potential because of improved medical care. However, as people live longer 
the number of degenerative diseases and disabilities also grows. Older people who 
need increasing amounts of care from formal and informal caregivers are then at risk 
of abuse because of their increasing dependence on others and a reduced ability to 
communicate for themselves. Given this trend it is important to address the issue of 
elder abuse and build in national guidelines for identifying and reducing the risk of 
abuse.
Definitions of Elder Abuse
When elder abuse was initially “discovered” in the 1970 s it was termed “granny- 
battering”. This emotive and ill-described definition was changed by Eastman (1984) 
who suggested “old age abuse”. He put forward case material which described a 
variety of abuse wider than pure physical abuse. His book may be considered basic 
compared to the work carried out on the subject since the mid 1990’s, but it 
highlighted the importance of appropriate language used to describe the abuse of 
elderly people and it is considered a landmark in British literature (Decalmer & 
Glendenning, 1994).
Gradually the concept developed to cover the different types of abuse to which older 
people were subjected. Definitions became categorised into the following:
Physical abuse -  to hit, sexually assault, bum or physically restrain 
Psychological abuse -  to insult, frighten, humiliate, intimidate and treat as a child 
(Hickey & Douglass, 1981).
Medical abuse -  to withhold or carelessly administer drugs (Block & Sinnolt, 1979). 
Social and environmental abuse -  to deprive of human services, involuntarily isolate 
or abuse financially (Chen, Bell, Dolinsky, 1981).
M aterial abuse -  the misuse of property and/or money, to steal from, force entry into 
a nursing home, to impose financial dependence and exploit (Rathbome-McCuan & 
Voyles, 1982).
Passive neglect -  being left alone, isolated or forgotten (Hickey & Douglass, 1981). 
Active neglect -  to withhold items essential for daily living, (food, medicine, 
companionship, bathing) and not provide care for the physically dependent person 
(Rathbome-McCuan & Voyles, 1982).
These categories have formed the basis for further argument between experts as to 
what would be uniformly acceptable as a definition of elder abuse. There are disputes 
concerning the inclusion of self-abuse and the applicability of a definition of abuse if 
the abuser is themselves elderly and cognitively frail, particularly if the definition is 
used for legal reasons. More work has been carried out on these aspects in America 
than Britain in clarifying understanding of abuse and neglect of old people. However, 
researchers have focused mainly on domestic abuse (eg. Neale, Hwalek, Goodrich, 
Quinn, 1996; Wilson, 1995). Little work has been done on abuse and neglect in 
institutional settings in the U.S.A. and Canada. Britain has documented more episodes 
of mistreatment of patients and poor standards of care in hospitals and residential 
homes, but most are descriptions of care practices where detailed studies have not 
been carried out (eg. Tomlin,1988). Where studies have been more detailed, they 
involved telephone surveys of community samples, asking respondents over the age of 
65 about their experiences of physical, psychological and financial abuse and neglect
(Pillemer & Finkeihor, 1988; Podnieks,1990). Many methodological flaws occur with 
this research such as the lack of a randomised, representative sample, 
misinterpretation of definitions of abuse by the respondents and the inability to match 
reported experiences with medical reports or corroboration from other family 
members of the respondent.
There is currently a need to cany out tighter methodological studies into abuse 
occurring in domestic and residential settings within the same geographical locations. 
Standardised checklists should be used as part of a face-to-face interview, including 
clear definitions of types of abuse. Evidence of experiences should be corroborated as 
much as possible. Samples should be representative of each geographical area, as it is 
likely that the prevalence and type of abuse will vary between regions. Some areas 
will be more stressful to live in than others. Urban areas for example are likely to 
experience greater financial pressures, overpopulation and a higher incidence of crime 
than rural areas. This may lead to abuse of finances and psychological neglect within 
domestic settings, or a greater propensity towards physical abuse in residential settings 
(Halamandaris, 1983; Stathopoulos, 1983), where care staff are forced to accept 
responsibility for too many residents ( Pillemer & Moore, 1989). Alternatively, in 
rural areas there may be a lack of accommodation in residential homes, so elderly 
people are cared for at home by a sole carer, with little respite or alternative support 
for the carer, leading to isolation and emotional abuse of those being cared for 
(Godkin, Wolf,. & Pillemer, 1989). In both institutional and domestic settings there 
may be a marked lack of activities provided. Would this be categorised as abuse, and 
if so, under which category? Similarly the question of quality ot food, particularly in 
residential settings has not been considered within the definitions of abuse, yet
consistently poor quality or lack of variety would probably be considered abusive to 
anyone forced to experience it on a long term basis. Research carried out in both 
settings is therefore important in establishing the common factors between the two, 
and identifying which factors have emphasis within each location. Such research 
would bring us much closer to a universally accepted definition of elder abuse.
Definitions are currently difficult to agree on because it is unlikely that the same 
definition wall ser\^e all professional groups adequately; however, any definition used 
must be clear about chronological age (when does abuse become “elder” abuse?), the 
setting of the abuse, eg. domestic, residential or both; whether self abuse is excluded, 
what constitutes abuse and what categories of abuse there are (McCreadie & Tinker, 
1993). Dimensions then need to be agreed in order to measure the incidence and 
prevalence of abuse, such as the severity, frequency, the intentionality of abuse, the 
intimacy of the relationship between the victim and the abuser, and the duration over 
time. Many current definitions do not acknowledge these points and lay themselves 
open to wide interpretations. For example, the American Medical Association states 
“Elder abuse shall mean an act or omission which results in harm or threatened harm 
to the health or welfare of an elderly person. Abuse includes intentional infliction of 
physical or mental injuiy ;^ sexual abuse; or withholding of necessary food, clothing 
and medical care to meet the physical and mental needs of an elderly person by one 
having the care, custody, or responsibilit>^ of an elderly person” (Vida, 1994), This 
definition is descriptive, but fails to mention frequency or duration over time, and 
does not acknowledge that abuse may also be inflicted by those not immediately 
responsible for the welfare of the elderly person, such as financial abuse from more 
distant family members.
Others suggest that abuse should always be \dewed in a relational context and it is this 
which creates different types of abuse. Cassell (1989) states that “the elderly are 
abused when others in the relationship to them use them to their disadvantage”. This 
general definition excludes self-neglect and self-abuse, aspects which may be a 
product of psychological abuse resulting in loss of self -worth and self esteem.
One of the best definitions put forward describes abuse in terms of patient needs. 
Fulmer and O’Malley (1987) state that abuse is the “actions of a caretaker that create 
unmet needs for the elderly person” and neglect is “the failure of an individual 
responsible for care-taking to respond adequately to established needs of care.” This 
allows for an all-inclusive definition of abuse depending on the needs of the victim, 
and will help in identifying an appropriate intervention, along the lines of individual 
care planning.
Prevalence
The prevalence of all types of abuse is unknown in the UK, but a study conducted by 
the Office of Population Censuses and Surveys omnibus survey team (Ogg &
Bennett, 1992) of 593 adults over 65 throughout Britain found that 5% reported verbal 
abuse and 2% reported physical abuse of some kind. This finding is similar to those in 
the USA where Pillemer and Finkeihor (1988) found that 32 per 1000 of the 
population aged 65 and over suffered some form of abuse, with physical abuse being 
the most commonly recorded. The two studies cannot be directly compared because 
different criteria were used to define verbal abuse. Other countries (Canada and 
Australia) have found a prevalence rate of abuse less than 5% in the populations 
investigated (Podnieks, 1990; Kurrle, Sadler & Cameron, 1992).
Homer and Gilleard (1990) found high rates of abuse by carers. 45% of carers of 
elderly patients receiving regular respite care admitted abusing the person they cared 
for; 14% admitted to physical abuse, and two fifths of the victims suffered fi'om 
dementia. In one of the few studies to break abuse down into categories, Coyne, 
Reichmann, & Berbig,(1993) found a physical abuse rate of 11.9% by carers of 
dementia sufferers in the USA, whilst the rate of physical abuse towards Alzheimer’s 
Disease sufferers by carers is reported to be 5.4% (Pavesa et al., 1992). These rates are 
higher than would be expected in the general population and may make them a high- 
risk group or may be accounted for by differing definitions of elder abuse. For 
example inclusion of too few behaviours to cover the different types of abuse 
adequately, non-specific or general behaviours (eg. hostile behaviour or aggressive 
behaviour). Definitions may also be interpreted differently across studies.
There is relatively close agreement about the overall prevalence of elder abuse. 
Hudson and Johnson (1986) predicted between 4-10% of the elderly population aged 
65 years and above had been abused. Later studies using stricter criteria in their 
definitions predict levels of abuse to be between 3-4% of older populations. For 
example in Canada, Podnieks, and Pillemer (1989), in the USA, Pillemer and 
Finkeihor (1988), and in Great Britain, Mendonca, Velamoor, and Sauve (1996).
TmrORTF.S OF ABUSE
There are four main models put forw ard to explain the causation of elder abuse.
1. The Situational Model
Phillips(1986) cites this model as one of the earliest postulated, derived from child 
abuse and forms of family violence. It suggests that as stress associated with 
situational or structural factors increases for the abuser, then the likelihood of abusive 
acts directed at the vulnerable individual also increases because the individual being 
cared for is perceived to be associated with that stress. Situational variables associated 
with elder abuse include:
1. Elder related factors eg. Physical and emotional dependency, poor health, 
impaired mental status and “difficult” personality.
2. Structural factors eg. Economic strains, social isolation and environmental
problems.
3.Caregiver related factors eg. Life crisis, “bum-out” with caregiving, substance abuse 
problems and previous socialisation experiences with violence (Phillips, 1986).
There are several drawbacks to this model however. Phillips had difficulty relating it 
to empirical data, mainly due to the lack of clarity over definitions of elder abuse and 
the confusion between physical, emotional, neglect and other forms of abuse. Very 
few studies used control or comparison groups, and many have generated post hoc 
theories to explain the obtained data. The model also assumes that different forms of 
abuse within the family can be explained by the same theory. This has not been tested 
and is therefore inappropriate.
2. Social Exchange Theory
This is based on the idea that social interaction involves the exchange of rewards and 
punishments between two people, and all people seek to maximise rewards and 
minimise punishments in interactions with others^hillips^l986).
Phillips (1986) suggests that Social Exchange Theory can be used to explain elder 
abuse assuming older people are “more powerless, dependent and vulnerable than 
their caregivers, and have fewer alternatives to continued interaction”. Empirical 
support for this position has been difficult to find however, because researchers have 
failed to produce unequivocal evidence that abused elders are more dependent than 
non-abused elders, “violating the essential assumption that abused elders are more 
powerless and as a result, caregivers have little to lose by their actions”. This theory 
cannot account for the abuse which occurs in a symbiotic relationship, where the 
abuser is financially and/or emotionally dependent on the elderly victim, whilst the 
latter is physically, emotionally or practically dependent upon the abuser.
Phillips acknowledges that this theory cannot explain elder abuse completely, but it 
does enable us to predict who will use violence and who will not. Further testing of 
the social exchange model may be useful.
3. Symbolic Interactions
Social interaction is a process between two individuals which:
1. Occurs over time
2. Consists of identifiable phases recurring, interrelated and loosely sequenced
3. Requires constant negotiation and re-negotiation to establish a “working 
consensus” about the symbolic meaning of an encounter (Phillips, 1986).
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This model is primarily concerned with cognitive processes, adoption and 
improvisation of roles, role support, reciprocity and compatibility. When a mismatch 
occurs, causing a breakdown in the relationship, the probability of abuse occurring is 
determined by the amount of conflict present and the point at which interaction in the 
relationship terminates completely. In this context, elder abuse is seen as inadequate 
or inappropriate role enactment.
Phillips obtained survey data from abusive and non-abusive caregivers and found that 
an important part of formulating personal images of others concerns restoring the 
image of who this person was in the past, with the image of who this person is 
perceived to be now. For example, an individual who was once independent and took 
responsibility for household finances and maintenance is now a person with dementia 
who is unable to perform these tasks. This sort of conflict is particularly acute for 
“adult children and elders who have not had continuous live-in relationships and 
among spouses where one husband/wife has sustained a personality-altering illness”. 
Phillips suggests there are pros and cons for explaining elder abuse in this way. 
Neglect is the only type of abuse which is caused by complete breakdown of 
interaction between the dependent and the carer, therefore it is inadequate to explain 
the different types of longstanding abuse, for example emotional and financial.
4. Abusers and Victims
There are a number of studies focusing on the abuse of children by parents (eg. 
Kempe & Kempe, 1978; Gil, 1970; Gelles, 1978), and abuse of women by men 
(Gelles & Pedrick-Comell,1985). Pillemer (1986) developed a theoretical approach 
towards elder abuse based on this literature. She matched abused and non-abused 
older people and identified five main areas:
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1. Intra-individual dynamics (the psychopathology of the abuser)
2. Inter-generational transmission (the cycle of violence)
3. Dependency and exchange relations between the abused and the abuser.
4. External stress
5. Social isolation
(Pillemer, 1986; Godkin,1989; Wolf & Pillemer, 1989)
Studies showed that abusers are more likely to have mental and emotional health 
problems (Steinmetz, 1981; Coyne et al, 1993), abuse alcohol, and to have been in 
hospital for psychiatric reasons (Homer & Gilleard, 1990, Block & Sinnott, 1979). 
Abused elders were not found to be more ill or functionally disabled than the control 
group, but the abusers were more likely to be dependent on the elderly victims 
(Godkin et al, 1989; Compton, Flannagan, and Gregg, 1997). External events did not 
significantly differ between the two groups. The perpetrators had fewer overall 
contacts outside the home, and also tended to isolate the victim.
There is general support for the theories that suggest that elder abuse is related to the 
problems of the abuser and the relationship between the abuser and the victim, whilst 
chronic economic stress and stressful life events only play a small part, (eg. Hickey & 
Douglass, 1981 and Soule & Bennett, 1987). It should be noted however, that the 
methodolog}^ varied between the studies. Homer and Gilleard (1990) used an 
interview method which relied on carers “admitting” to specific forms of abuse. Many 
of the carers interviewed reported that alcohol was responsible for their abusive 
behaviour, perhaps because it is too difficult to admit to intended abusive actions. 
Qualitative data gathering provided no evidence that alcohol really was the main
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driving force making carers behave abusively. Compton et al (1997) replicated 
Homer and Gilleard’s study, but conducted more in-depth interviews and asked carers 
detailed questions about their weekly alcohol consumption. They concluded that 
alcohol was not a determining factor in abuse, but the presence of high levels of 
anxiety and depression were both contributory factors. They also used only those 
caring for dementia sufferers compared to Homer and Gilleard (1990) who included 
sufferers of stroke and other degenerative diseases.
Wolf and Pillemer (1989) feel that it is the characteristics of the abuser and ?Jot the 
abused that is associated with violence against elderly people. More research is still 
required to see if findings can be replicated, but some are getting nearer to a consensus 
model (eg. Cassell, 1989; Homer and Gilleard, 1990; Bennett, 1990). Essentially they 
reject the accepted view in which the victim is seen as very dependent and the 
perpetrator a stressed out caregiver. Moon and Williams (1993) carried out a multi­
cultural study which supports this view. They asked elderly American women of 
different races and cultures to analyse 13 scenarios of varying types of abuse and 
asked to identify those scenarios where they felt abuse was happening. Significant 
differences occurred in the perception of abuse. Korean women were the least likely to 
perceive situations as abusive. The study involved a small sample (90 women) and no 
men were interviewed, but this study does suggest the importance of accounting for 
the victim’s own perception of what is abusive when issues of intervention and 
treatment are being considered.
IDENTIFICATION
Despite the controversy surrounding the correct definition of elder abuse and the best 
model to explain its aetiology there is a growing body of research into optimum
13
identification and assessment techniques. This area is often fraught with difficulty 
because it normally relies on the victim disclosing intimate details about their carer, 
family and friends. For many elderly people they choose to suffer in silence, in the 
belief that they are partly to blame for the abuse, or that they do not want to be 
responsible for breaking the family apart (Utech & Garrett, 1992). This belief is not 
helped by the current legal system, which has many inconsistencies in the way it deals 
with allegations of abuse, and many cases which go to trial never result in a conviction 
(Macolini, 1995). This shortcoming of the legal system is becoming recognised and 
many Health and Social Services Departments are alerting staff to identify those 
clients who may be at risk of elder abuse. A variety of early studies have described the 
typical victim as over 75 years of age, female, widowed and dependent on her carer 
due to mental or physical impairment (Lau and Kosberg, 1979; Rathbone-McCuan, 
1980). This pattern has not been found in later studies however. Pillemer (1986) 
compared an abused elderly group to a matched non-abused control group. The former 
group did not show any greater degree of illness or disability than the control group, 
and were not significantly more dependent for help in activities of daily living. The 
perpetrators of elder abuse tend to be those who live with the victim and provide the 
majority of care to him or her (Cooney & Howard, 1995). Interest has therefore 
turned to the characteristics of the carer that may be associated with the abuse. Studies 
have revealed that carers who admit to abuse are more likely to have a history of 
mental illness than non-abusers (Homer & Gilleard, 1990; Godkin et al, 1989). Homer 
and Gilleard conducted face-to-face interviews with carers. Risk factors were 
identified in the abused group and compared to a non-abused control group. Carers 
who care for those suffering from dementia are considered to be at particular risk 
because the nature of the care required is often extensive and unrelenting. Carers
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experience an objective and a subjective burden. The objective burden involves the 
practical problems of caring such as nursing care and disruption of daily routines and 
freedom, whilst the subjective burden is the emotional reaction of the carer to these 
aspects of caring, including lower morale, anxiety and depression (Morris, Morris, and 
Britton, 1988). The abuse of elderly dementia sufferers has only been studied to a 
limited extent, but it may well be associated with a higher incidence of abuse because 
of the high levels of stress and burden placed on the carer. Degrees of aggressive 
behaviour by the individual with dementia have been reported by 20% of families in 
which the person suffering from dementia is said to be a “serious” care problem 
(Argyle, Justice, and Brook, 1985; Colerick & George, 1986). This has been found to 
be highly distressing for carers (Hamel et al, 1990) and is expected to increase the 
likelihood of abuse occurring. Earlier surveys of elder abuse have suggested that 
cognitive and functional impairment were pre-disposing factors (Block & Sinnott, 
1979; Anetzberger, 1987; Steinmetz, 1988). One longitudinal study involving 39 
patients identified as cases of abuse over a 1-year period found that 41% had 
significant cognitive impairment (Lau & Kosberg, 1979). Block and Sinnott (1979) 
and Wolf, Godkin and Pillemer, (1984) both report cognitive impairment to be a risk 
factor for abuse. All of these studies however were descriptive and did not establish a 
diagnosis of dementia, but instead focused on issues of dependence and impairment.
There are often signs that the elderly person’s needs exceed or will exceed the 
caregiver’s ability to meet them. The caregiver often expresses frustration in dealing 
with the situation and shows signs of stress (Canadian Task Force, 1984). This brings 
the emphasis back to the model of family violence as an underlying cause of elder 
abuse. When there is a particular family dynamic between the abused person and the
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perpetrator there is the opportunity for intervening to alleviate stress for the caregiver 
and meet the elderly person’s needs. This is not the whole picture however, as 
community prevalence studies have shown that older men are abused as frequently as 
older women and that spouses are more often perpetrators of abuse than children, 
(Vida, 1994). In fact, the results of a Canadian survey show that the profiles of the 
victim and perpetrator differ depending on the type of abuse (Podnieks, 1992). See 
Table 1.
Table 1: Victim and perpetrator profiles in different types of abuse 
rPodnieks,1992)
Type of Abuse Characteristics
Financial or property exploitation Victim
Unmarried
Male or female (affected equally) 
Poor physical health 
Socially isolated 
Low morale
Long term verbal abuse Victim
Usually married
Male or female (affected equally) 
Pemetrator
Usually a husband/wife
Physical violence Victim
Male (more frequently affected than 
women)
Perpetrator
Usually a husband/wife 
Alcohol abuser
Has physical or emotional problems or 
both
Often financially dependent on the victim
Neglect Victim
Usually female
Has health conditions that limit activities
1 6
ASSESSMENT
Once professionals have some knowledge about identifying the characteristics of 
likely perpetrators and the likely situational factors involved in elder abuse, the next 
step is to find a systematic process for assessing possible victims, so that interventions 
can be put in place to prevent further occurrences. Potential victims are generally 
identified through attending or receiving a service affiliated to health. For example, a 
GP expressing concern about a patient visiting their surgery who has unexplained 
bruises or appears to be more anxious or withdrawn in their demeanour than usual. 
Similarly a district nurse visiting an elderly patient at home notices a marked decline 
in their self-care or who suddenly seems frightened, despite being in their own home.
Many assessment cases will remain at this initial step however, and no further action 
will be taken. This is not because action is deemed unnecessaiy^ but because there is 
no formal structure to investigate the concerns expressed. The question of assessment 
into possible abuse is fraught with difficult} . Legal and ethical issues are complicated, 
and boundaries between an elderly person’s right to choose and when they need 
protection are blurred (Macolini, 1995 and Matlaw & Mayer, 1986). Often an elderly 
person will reftite any abuse when questioned, because they rely on the perpetrator’s 
goodwill for their care and become frightened of losing what little they do have from 
them. They may also fear being taken away from their home and see “protection” as a 
punishment for revealing an abusive situation (Gilbert, 1986). Often, as in child abuse, 
the victim will feel guilty in some way and assume that they are partly responsible for 
the abuse they receive (Fulmer, 1991).
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The most common method used to assess abuse of elderly people is that of checklists. 
Several measures have been developed which focus on the profile of the caregiver and 
provide indications of neglect or abuse (Kosberg, 1988; Sengstock and Hwalek,
1987). They are designed for use in a variety of settings, mostly hospital based, and 
many checklists rely on professional judgement rather than objective data. These 
features pose several problems when using the instruments to identify abuse. Firstly 
hospitals are not ideal settings for picking up initial indications of abuse. The first 
signs will often occur in the change of a person’s behaviour at home, and will be quite 
advanced by the time a hospital becomes alerted to the possibility. Secondly, older 
people are more likely to have regular contact with a less formal agent, such as a 
volunteer for meals-on-wheels, a beffiender, or a home help, so a checklist which can 
be used by many different agencies would prove more helpful.
Sengstock and Hwalek (1987) carried out some valuable work in attempting to 
produce a uniformly applicable screening test for elder abuse. They worked as part of 
a project to develop and test an index which would identify elder abuse victims. They 
obtained as many different elder abuse indices as possible from published and 
unpublished studies. Seven instruments were located in total. All the items from these 
indices were analysed individually by a panel of five judges and categorised with 
similar items from other indices which described the same type of abuse. Six 
categories of abuse emerged: 1. Physical Abuse, involving physical assaults and 
threats using a weapon; 2.Physical Neglect, or the “failure to provide the necessities of 
life”; 3. Psychological Abuse, involving verbal threats and assaults; 4. Psychological 
Neglect, including emotional and personal isolation, 5. Material Abuse, such as theft, 
and 6. Violation of Personal Rights, involving denial of personal choice in all aspects
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of an individual’s life. They then added a seventh category. Risk Indicators. These 
were items which did not detect actual abuse but indicated that an individual may be 
at risk of abuse. This included factors such as unemployment, illness and family 
problems which have been associated with domestic abuse (Justice & Justice, 1976). 
This category was developed because 57.6% of all items analysed fell into this area, 
revealing that many original indices inadvertently focused on identifying the risk of 
abuse rather than its actual presence. They found great emphasis placed on physical 
abuse, and very few items measuring psychological abuse and neglect. This finding 
was surprising, as psychological abuse has been postulated to be one of the most 
prevalent types of elder abuse (Block & Sinnott, 1979).
When the indices were analysed qualitatively, Sengstock and Hwalek found an over 
dependence on self- report by the elderly victim of the abuse received and little 
emphasis on interviewing the carer. Direct observation is also used as a major data 
source, causing information to be predominantly subjective and liable to inaccuracies.
The seven categories which emerged were used to develop the 15-item Hwalek- 
Sengstock Elder Abuse Screening Test (H-S/EAST), which identifies those at high 
risk of abuse. Its validity was tested by Neale et al (1991) and found to be reliable in 
discriminating between three groups: (a) elderly people who had been abused; (b) 
suspected abuse of elderly people which was not substantiated by adult protective 
services, and (c) a community- based comparison group. However the comparison 
group consisted of female, black, inner-city residents, \yhilst those in the abused and 
non-abused group were female, white, predominantly suburban residents. Neale et al 
claim that this difference is unimportant, but it brings many other variables into the
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Study, such as level of education, attitudes towards and interpretation of the quality-of- 
life items within the screening measure.
One of the most reliable measures is the “Elder Assessment Instrument”, which has 
been used to assess people over the age of 70 attending an emergency department in 
Boston (Fulmer & O’Malley, 1987). The assessment was developed in the United 
States using formal assessment protocols and provides a standardised and detailed 
assessment of suspected cases of elder abuse. Significant differences were obtained 
between the scores of those not abused and those subsequently investigated by an 
assessment team and found to sustain abuse. It was developed in a medical setting 
with a wide variety of professionals and documented inadequate care that may be 
abusive. More recently a screening measure has been developed by Reis, Nahmiash 
and Shrier (1993a). “The Brief Abuse Screen for the Elderly” (BASE). This screens 
for the t>pe and source of abuse, and indicates the urgency for treatment, and provides 
more detailed results than the 15H-S/EAST. In a validation study home care 
convenors agreed on the presence or absence of abuse 86% to 90% of the time, and it 
is the only instrument to evaluate psychometric properties in detail (Kozma & Stones, 
1995). “The Indicators of Abuse” (10 A) checklist also screens for abuse, but focuses 
on aspects involving caregivers and their relationship to the receiver (Reis et al,
1993a). The 10A scales correlate with the Caregiver Abuse Screen, r = .37 - .41, p< 
.001 (Reis & Nahmiash, 1995), which measures abuse through caregiver responses, 
and the caregiver assessments of abuse from care receivers, using the Ryden 
Aggression Scale, r = .39 - .47, p< .001, Consistent \vith past findings, the caregiver 
rather than the care-receiver characteristics were found to be better at predicting abuse 
on the 10A (Reis et al, 1993b).
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In some areas of Canada and the United States reporting of suspected abuse is 
mandatory (Canadian Task Force, 1994). Despite the law however, compliance with 
reporting has been very low, with little effect on the rate of reporting abuse by doctors 
(Phillips & Rempusheski, 1986; Daniels, Baumhover and Clark-Daniels, 1989). One 
study discovered that doctors overlooked incidents of domestic violence (Cochran & 
Petrone, 1987), were unfamiliar with the law and its operation, and rarely informed 
other professionals who would have been able to help (O’Malley, Segel and Perez, 
1979; Wolf & Pillemer, 1989). It has now been estimated that only 1 in 14 cases of 
abuse is reported to a public agency (AMA, 1992). Mandatory reporting poses many 
dilemmas for the professionals involved, including breach of confidentiality and 
protecting the victim fi-om harm whilst respecting their wishes (Gilbert, 1986). Thus, 
mandatory reporting has not proved to be helpful in the assessment of elder abuse. 
Recently, a multi-disciplinary team approach has become a more popular and effective 
way of working to identify and treat elder abuse. A comprehensive program was set 
up in Illinois in 1989 and provides a rare insight into the development of such a team 
over the past six years.
The Illinois state-wide Elder Abuse Social Service Program uses a comprehensive 
approach to the assessment and documentation of reported cases of abuse which began 
in 1989 and has an extensive computerised monitoring system. The program is 
managed by the Illinois State Unit on Aging (SUA), which defines elder abuse as 
“physical abuse, sexual abuse, emotional abuse, confinement, passive neglect, wilful 
deprivation and financial exploitation”. Self- neglect is omitted because it is dealt with 
by a different service. It covers domestic settings only, because residential care is
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again regulated by another agency (Neale et al; 1996). The program is implemented 
through caseworkers in elder abuse agencies, who receive and investigate reports of 
abuse, neglect or exploitation. They are social workers and nurses who are training to 
become abuse workers for the SUA. They attend a training course in investigation 
techniques, collection and documenting evidence, and the process of substantiating 
abuse. The program collects comprehensive and standardised data describing elderly 
victims and abusers during the investigation/assessment process and every three 
months until closure. Neale et al (1996) looked at the administrative findings of the 
program since its development in October 1989 to December 1991. They analysed 
descriptive information on 552 cases of reported elder abuse, and the amount of social 
work time and administrative effort taken to substantiate abuse reports and provide 
services. Only those cases closed by March 1992 were used. Inter-rater reliability of 
over 90% was achieved in the study. They analysed five instruments as the source of 
data from each case: l.the “Intake Report”; 2. the “InvestigationReport”, which 
recorded the type of abuse and up to five indicators identified during the investigation 
for each type of elder abuse (for example, cuts, bites and abrasions for injuries of 
physical abuse, together with patterns of injury and medical evidence); 3. Case 
Reporting forms, 4. Care Plan Logs and 5.a “Risk of Future Assessment Form”.
Findings suggested that financial exploitation, emotional abuse and neglect were the 
most common types of abuse reported, with emotional abuse the most substantiated 
type of abuse. These findings lend support to the Situational Model (Phillips, 1986), 
where high levels of family stress increase the likelihood of all types of abuse 
occurring. More detail would be required regarding the dependent nature of the 
caregiver relationship to make any inferences about support for the Social Exchange
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Theoty. No support for the Interactions Theoiy was found, as emotional abuse was 
the most commonly found type of abuse, suggesting that dysfunctional interaction ( as 
opposed to no interaction) frequently occurs. The Abuser and Victim theoiy is 
supported in this study, as great emphasis of elder abuse is related to the problems of 
the abuser and the victim. The mean number of hours taken to work on each case was 
11 hours, and cases were closed when either the victim entered residential care or they 
were no longer considered to be at risk. The study of this program demonstrates how 
effective a systematic, localised seivdce can be in identifying abuse and how regular 
follow-up helps to protect the victim. These findings support the “abusers and 
victims” model where elder abuse is related to the relationship difficulties between the 
abuser (carer), and the victim (dependent). It also suggests that regular intervention 
influences this relationship, and can reduce the levels of abuse occurring. The 
situational model of family stress is also supported, where high levels of family stress 
increase the risk of all types of abuse occurring, but most findings would support this 
model, as it is extremely generalised. Support for the social exchange theory is 
unknown because detailed information about the nature of the caregiver relationship is 
not known. No support is found for the Symbolic Interactions Model, since long term 
dysfunctional interaction of the carer and dependent, as opposed to complete cessation 
of interaction clearly occurred in all the cases reported.
Unfortunately this approach relies heavily on agencies employed to deal specifically 
with abuse and is extremely labour intensive. It is unlikely that such a service could be 
funded on a long- term basis in Britain or other countries with fewer resources to 
spare. A more multi-disciplinary approach could still prove more efficient and 
economical if a “bottom-up” pyramid approach were adopted, with training being
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given to all volunteers and professionals involved in the care of older people. Little is 
also mentioned about treatments used to reduce or prevent further abuse, and whether 
the victim’s wishes were acknowledged or acted upon. If assessment procedures are to 
be uniformly introduced nation-wide, then a more user-friendly method needs to be 
sought.
TREATMENT FOR ELDER ABUSE
Research into the therapeutic treatment for elder abuse is currently impoverished and 
reflects the level at which this subject is still being developed. Treatment is at an early 
stage because the process of identification may often lead to court, where it is left in 
the hands of the law, or treatment is simply seen as taking an elderly person out of the 
abusive situation and placing them in residential care. However there are studies 
which are beginning to focus on the treatment aspect more closely. Most agree that it 
needs to be a multi-disciplinar>^ approach (Madden, 1995; Reis, 1995; Wolf &
Pillemer, 1994). Madden believes that prevention should be the main focus, and that 
responsibility should not rest with one person or profession in managing such cases. 
Medical, social services, mental health and the legal professions should all be 
involved. They should have common goals to achieve such as effective co-ordination 
of information and professional skills, diagnosis, prevention, treatment, consultation 
and education. They can be hospital, agency or community based. The safety of the 
elderly person and the prevention of further abuse should be the main aims of 
intervention, and determining the dependence of the elder on the carer can be a useful 
starting point. Madden suggests that, when dependence is present, interventions such 
as home support, respite care, counselling for the caregiver and exploring alternative 
living arrangements would be helpful. When dependence is absent, interventions may
24
involve legal action against the perpetrator, in-home services to the family, alternative 
accommodation and providing psychosocial interventions for the abuser. Follow-up is 
an essential part of the treatment, and it should always promote the least restrictive 
option to abuse whilst respecting the rights of the victim (Washington State Medical 
Association, 1985). This is important since institutionalisation of the victim is a 
common outcome. Lau and Kosberg (1979) found 46% of cases were admitted to 
extended care facilities.
The only therapeutic studies available concern a “Senior Advocacy Volunteer 
Program” and a “Victim Support Group” (Wolf & Pillemer, 1994), carried out in the 
United States. The Senior Advocacy Volunteer Program involved training advocates 
to act as a direct link to other services, providing interpersonal and systemic advocacy 
and emotional support to victims of abuse, who were 60 years or older. 25 clients 
received help from an advocate for one year. The latter were then asked to describe 
any changes resulting from their presence as an advocate. They felt that clients had 
benefited emotionally and from the practical help given. It is unclear why the clients 
themselves were not asked how they had benefited from the program, and no 
empirical data was collected, making it impossible to draw any substantial conclusions 
from the project.
The Victim Support Group was part of the Mount Sinai Medical Centre Elder Abuse 
Project. Victims of abuse or neglect inflicted by a family member, over the age of 60, 
cognitively intact and mobile were eligible for the group. 10 sessions were provided 
where issues relevant to the group members were discussed. A closed group of 10 
members was studied. All victims felt very positive about the group. They felt they
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had benefited more from the group than individual counselling, became less isolated 
and less guilty about their victimisation. The frequency and severity of the abuse 
declined or ceased, and members gained an increased awareness of their options and 
felt more in control of their situation. Thi s is a positive outcome for frirther therapeutic 
interventions with victims, despite the study being merely descriptive and a lack of 
standard evaluations being carried out. There is great scope for developing this area of 
elder abuse, and it will be vital to do so, if elderly people are to be protected from 
abusive practices in future.
SUMMARY AND CONCLUSIONS
The body of knowledge about elder abuse is steadily growing but there is still a need 
for greater consensus on the definition, theoiy, identification and assessment methods 
used to prevent abuse occurring. Unless agreement can be reached there will be many 
older people who will remain in abusive situations because structures are too ill- 
defined to protect them adequately. Therapeutic treatments need to be developed 
which can be properly evaluated and established as part of normal practice in this 
area, focussing on those which will help victims to protect themselves from further 
abuse and provide a means of treating the abuser constructively. Community care in 
this sense has to improve if the whole concept is to be effective in future, given the 
growing elderly population. Since General Practitioners are often the main contact 
between older people and health and social services, education in identifying the signs 
of elder abuse should become a mandatory part of training. Formal procedures should 
be produced for reporting suspected abuse and an agency identified to deal with such 
reports within a specified time scale.
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In terms of the information currently available, the “abusers and victims theory 
(Pillemer, 1989) appears to fit recent findings about the profile of the abuser being 
essential in assessing the likelihood of abuse occurring. O’Malley and Fulmer’s 
(1987) definition of elder abuse which focuses on unmet needs seems to fit into a 
model where the definition, when applied, can highlight areas to target on a care plan 
and suggest the most appropriate intervention for the individual concerned. The BASE 
and lOA screening measures (Reis et al, 1993a) would seem the most user-friendly 
tools to identify victims of abuse, because other disciplines can be trained in their use. 
However, more data collection and analysis should be published on these instruments 
to provide more reliable norms and to ensure their validity across many different 
contexts, from primaiy care settings to hospitals and residential homes.
Treatments still seem inadequate, but broadly a multi-disciplinary intervention would 
be most appropriate, co-ordinating practical solutions to relieve the occurrence of 
abuse in the short term, and therapeutic approaches, perhaps in the form of support 
groups for victims and carers who have the ability to benefit from them, and 
counselling for those requiring a more tailored approach. The paucity' of well- 
evaluated interventions must be improved. Representative, random samples must be 
properly selected; valid checklists and interview schedules must be used to collect 
data on elder abuse and backed up with evidence from medical records and carers 
reports. This would contribute towards the development of abuse prevention 
programmes, provide information on the best treatment for elderly people, covering 
such issues as ethnicity, sex differences and cultural background. Health and social 
service practitioners in this area should be encouraged to share their knowledge and
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experience of local treatment practices to bring the field closer to effective packages 
of care for older people.
Finally, more positive attitudes towards ageing and older people must be encouraged. 
Researchers can emphasise the importance of reciprocal relationships between older 
and younger people in reducing the incidence of abuse, and empower older people to 
have more influence over their own lives.
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The field of elder abuse has been increasingly well researched in the 1980’s and 
1990’s. Attempts had been made almost a century ago to raise public awareness by the 
social reformer Beatrice Webb, who tried to form a society for the prevention of 
cruelty to the elderly (Fisk, 1991). She was unsuccessful however, and the subject 
remained largely ignored until the 1970’s. The concept of elder abuse was first 
introduced in the U.K. by Burston (1975) who coined the phrase “granny bashing”. 
This title conjured up an image of frail little old ladies living on their own who were 
regularly physically assaulted by uncouth people in the street. This idea was gradually 
refuted, and attempts were made to identify the signs of abuse, categorise the different 
types of abuse and to form definitions (Block and Sinnott, 1979; Lau and Kosberg, 
1979). By the mid-1980’s Eastman (1984) had developed the more politically correct 
title “old age abuse” and suggested that there were different signs and symptoms for 
different types of abuse. He cited “signs of facial bruising, grip marks on limbs, bums 
(caused perhaps by cigarettes), cuts or fractures”. He also suggested types of abuse 
such as sexual abuse, the misuse of medication, physical constraints (tying people to 
beds or chairs), malnutrition and lack of personal care. He was the first to hypothesise 
that there may be characteristics of the abuser and the abused that maintain the cycle 
of abuse (Hocking, 1988).
Prevalence of elder abuse has been difficult to establish because of problems in 
reaching a consensus on definitions ( Cassel, 1984; Fulmer and O’Malley, 1987; 
McCreadie and Tinker, 1993). Diagnosis is often problematical because it relies on 
detection of the physical and psychological symptoms, together with corroborative 
reports from the abuser and the victim (Philips and Rempusheski, 1986). Victims are 
often reluctant to report abuse for fear of reprisals from their abuser, so detection 
relies on the observations of those having regular contact with the elderly person 
(Fulmer, 1991). Despite these problems prevalence of elder abuse in the Western 
world and Australia is estimated at an average of 4-5% for all types of abuse 
(Podnieks, 1992; Pavesa et al, 1992; Pillemer and Finkelhor, 1988). North American 
and European studies have found between 4% to 10% of clients using elderly-care
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services are victims of abuse, whilst 2% to 5% of all people aged 65 years and over 
who live at home suffer some type of abuse or neglect (Ogg and Bennett, 1992; Lachs, 
Berkman, Fulmer and Horwitz, 1994; Kivela, 1992). A higher incidence has been 
found in those suffering from mental impairments such as Alzheimer’s Disease 
(Cooney and Mortimer, 1995).
In order to help clinicians detect elder abuse and to develop effective services, which 
reduce or prevent its occurrence, research has focused on developing checklists and 
interview schedules to diagnose abuse. These tools have led, in turn, to studying the 
causative factors of elder abuse, from the perspective of the abuser and the abused.
This critique aims to evaluate the more recent studies carried out in this area which 
have made significant contributions to the body of knowledge in this area, and suggest 
ways in which services could help to protect older adults from abuse in future.
Defining Elder Abuse
Before risk factors for elder abuse can be identified, the meaning of this type of abuse 
needs to be explicit. There are many definitions of elder abuse suggested in the 
literature, and the lack of consensus has made it difficult for researchers to reliably 
compare the studies carried out in this field (Kurrle, Sadler, Lockwood and Cameron, 
1997). There is general agreement however, that elder abuse can be conceptualised in 
terms of injury, mistreatment or neglect. These three concepts occur within one or 
more of the following categories: physical, psychological, sociological and legal 
(Johnson, 1986). These types of abuse can be inflicted by other individuals including 
family members, non-family care givers, or they may be self-inflicted (Coyne, 
Reichman and Berbig, 1993). A description of each type of abuse, which is largely 
accepted by researchers in elder abuse, is shown in Table 1.
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Table 1. A Description O f The Types Of Abuse Commonly Used To Define Elder 
Abuse
Physical abuse -  to hit, sexually assault, bum or physically restrain 
Psychological abuse -  to insult, frighten, humiliate, intimidate and treat as a child 
(Hickey & Douglass, 1981).
Medical abuse -  to withhold or carelessly administer drugs (Block & Sinnolt, 1979). 
Social and environmental abuse -  to deprive of human services, involuntarily isolate 
or abuse financially (Chen et al, 1981).
Material abuse — the misuse of property and/or money, to steal from, force entiy into 
a nursing home, to impose financial dependence and exploit (Rathbome-McCuan & 
Voyles, 1982).
Passive neglect -  being left alone, isolated or forgotten (Hickey & Douglass, 1981). 
Active neglect -  to withhold items essential for daily living, (food, medicine, 
companionship, and bathing) and not provide care for the physically dependent person 
(Rathbome-McCuan & Voyles, 1982).
Identifving the Risk Factors Involved in Elder Abuse
If older people are to be protected from abuse, knowledge must be gained about why 
some people are more susceptible to being abused than others. Several studies have 
been carried out in the 1990’s which attempt to build up a “victim profile” (for 
example, McCreadie and Tinker, 1993; Podnieks, 1990). This research has also led on 
to looking at “abuser profiles” in an effort to identify those who are more likely to 
abuse as well as those who are more likely to be abused (for example, Homer and 
Gilleard, 1990; Cooney and Mortimer, 1995).
The methodology used to explore these issues varies widely, from face-to-face 
interviews with the suspected victim and abuser (Homer and Gilleard, 1990, Compton,
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Flannagan and Gregg, 1997), telephone surveys of randomised samples of elderly 
people in the communit}'  ^(Pillemer and Moore, 1988), mailed questionnaire surveys 
sent to randomised samples of carers using services such as help-1 ines (Coyne et al, 
1993; Cooney and Mortimer, 1995), and retrospective descriptive studies using 
medical and social work records ( Kurrle et al, 1997, Block and Sinnott, 1979). Very 
few longitudinal studies have been carried out to date, but findings from such studies 
have made valuable contributions to our knowledge of the causes and maintenance of 
elder abuse ( Neale, Hwalek, Goodrich and Quinn, 1996; Reis and Nahmiash, 1995). 
Lachs, Williams, O Brien, Hurst and Horowitz (1997) describe a 9-year observational 
study that will be discussed in more detail later. The variety of methodology used to 
study elder abuse can make comparisons of the findings difficult, when reliability and 
validity of such methods are questionable. However, this critique will attempt to 
describe the current knowledge about causative factors of abuse, using some of the 
more reliable studies to date.
Identifving an Abuser Profile 
Features of the Abuser
Many studies have attempted to build a picture of who is likely to abuse an older 
person, in order to identify the risk involved and carry out preventative work with the 
abuser. Homer and Gilleard (1990) interviewed carers of patients receiving regular 
respite care in a geriatric service in London. 51 carers and 43 of those they cared for 
participated. Carers were interviewed at home using a structured interview schedule. 
This asked about many of the risk factors postulated to identify abuse, based on 
Eastman’s (1984) findings from qualitative data and case reports. They were asked to 
identify the most difficult aspects of caring and whether any abuse had occurred. They 
also completed questionnaires that looked at the quality of the relationship between 
the carer and their patient and the levels of patient dependency. Carers were 
categorised into those who admitted to some form of abuse and those who did not. 
Various factors were analysed for correlations. Patients were examined on the day 
they were admitted for respite care and note taken of any injuries or marks consistent 
with abuse.
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Homer and Gilleard found that many carers who abused in some way lived with their 
victim, but communication between them was poor. Abuse was significantly 
associated with alcohol consumption (abusive carers mean (SD) 21.4 (19.7) 
units/week, others 5.2 (9.5) units/week, p<0.001). Those who admitted physical and 
verbal abuse together scored significantly higher on levels of depression than non­
abusers, and carers were more likely to have stopped work to look after a relative than 
non-abusive carers. They concluded that physical abuse was more dependent on the 
personality of the carer than the victim, and was associated with higher levels of 
alcohol consumption, which supported Pillemer’s (1986) findings. However, the 
alcohol consumption reported is still considered to be moderate for men (21 units per 
week and under) and slightly above average for women (14 units per week and under). 
It may have been useful to know whether abuse tended to occur before or after the 
alcohol consumption on a particular day. This would provide some insight into 
whether carers abuse because they feel stressed, which causes them to drink alcohol, 
or whether drinking alcohol lowers their tolerance to stress, which then makes them 
abusive.
Many carer-patient couples had a mutually abusive relationship before a partner 
became dependent on the carer, and this was a new finding in this field of research. 
Social isolation and lack of services, which had often been considered a feature of 
abuse (Pillemer, 1986), was not substantiated by this study.
Compton, Flannagan and Gregg (1997) attempted to replicate Homer and Gilleard’s 
study in Northern Ireland. They wanted to establish the prevalence of elder abuse in 
patients who suffer from dementia and live in the community. They hypothesised that 
there would be no difference between the abused and non-abused groups of patient 
and carer pairs. They administered the same questionnaires as Homer and Gilleard 
(the General Health Questionnaire 28, (Goldberg and Williams, 1979), the Gilleard 
Pre-Morbid Relationship Rating Scale (Gilleard, 1986) and the Clifton Assessment 
Procedure for the Elderly (Gilleard, 1979)) although no reliability or validity data 
were given for these. Compton et al interviewed a small sample of 38 carers and abuse 
was identified in 14 (37%) of these.
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Their findings backed up those of Homer and Gilleard. Poor pre-morbid relationships 
were identified as a key factor in predicting abuse. However, a new finding was the 
reciprocal nature of such abuse. Carers often reported that the dependant in their care 
physically and verbally abused them, and these carers often perceived the behaviour 
of the dependent to be unacceptable. Examples of problem behaviours included 
noisiness, shouting, physical aggression and “vulgar habits”. Abusive carers also 
perceived that they received little help from any source, compared to non-abusive 
carers. The mean weekly alcohol consumption for abusive carers was 16.8 units 
compared to an average of just 6.6 units for non-abusers, supporting Homer and 
Gilleard s findings. Abusers also rated significantly higher on anxiety subscales than 
non-abusers (Mann-Whitney, p<0.04). Contrary to previous findings giving up work 
to care was not found to be a risk factor (Homer and Gilleard, 1990), or having a 
previous psychiatric history (Pillemer, 1986).
Compton et al concluded that a poor pre-morbid relationship is the biggest risk factor 
involved in abuse. However, it is unclear whether the perception of problem 
behaviours in the dependent victim impinges on the relationship to a greater degree 
than previous relationship history. Generalisations from this study are difficult, since 
sample size was small. Sex differences could not be reliably detected because only 8 
male carers participated. Compton et al also point out that the carer characteristics 
measured in elder abuse studies may not be independent variables. Financial 
dependency, alcohol consumption and criminal behaviour may be dependent on a 
different variable such as personality.
Factors Influencing the Likelihood of Abuse Occurring
Coyne, Reichman and Berbig (1993) carried out a study with a slightly different focus 
to that of Compton et al and Homer and Gilleard, but which supports their general 
findings. Coyne et al attempted to elicit the specific circumstances in which elder 
abuse occurs. They focussed on carers of dementia sufferers, because dementia is 
associated with certain characteristics, which put an individual at high risk for abuse. 
This involves factors such as poor patient health, very high dependence of patients on 
caregivers, increased aggressive and violent behaviour from the dementia sufferers
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themselves and high levels of psychological stress and perceived burden among 
caregivers (Cohler, Groves, Borden and Lazarus, 1989); high rates of clinical 
depression among those who provide care (Gallagher, Rose, Rivera, Lovett and 
Thompson, 1989) and compromised physical health levels of caregivers (Kiecolt- 
Glaser and Glaser, 1989). Based on this information Coyne et al hypothesised that 
abuse amongst carers and dependants would be associated with greater levels of 
caregiver burden and depression, lower patient functional status and a pre-morbid 
family history of abuse. They also hypothesised that carers who reported that 
dependants in their care displayed violent or aggressive behaviour would be more 
likely to physically abuse their dependant than those with no such reported history.
Co>Tie et al developed a 30- item questionnaire to elicit information about the 
characteristics of carers and the individuals they cared for, concerning the occurrence 
of abusive behaviours (such as pinching, kicking and shoving). Carers were asked to 
rate the current level of physical functioning of patients on a four- point scale from 
completely independent to completely dependent. They also rated the health status of 
themselves and their dependant. Carers were then asked to complete the Zarit Burden 
Interview (Zarit, Reever and Bach-Peterson, 1980) and the Zung Self Rating 
Depression Scale (Zung, 1965). Questionnaires were sent to 1,000 callers of a helpline 
for carers of dementia sufferers in New Jersey, USA.
342 carers returned the questionnaire. Subjects had a mean age of 56.1 years, 71.5% 
were female and 28.5% male. This ratio is probably representative of female to male 
carers in the general population, but it may also be biased towards women because the 
latter may use a helpline as a source of support more than men. The sample was 
predominantly Caucasian (95.2%), 2.7% Afro-Caribbean, 1.2% Hispanic and only 
0.9% from other ethnic groups. It seems unlikely that there are fewer carers from other 
ethnic groups overall, and the bias towards Caucasian carers may occur because of the 
way in which the helpline was advertised.
In terms of care giving status, 54.5% of carers were adult children, 37.1% spouses and 
8.4% other relatives. Carers cared for dependants with a mean age of 75.9 years 
(SD=7.8) and they had been providing care for a mean of 3.5 years (SD=3.4). Care
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was provided for a mean of 9.8 hours per day. 82.2% of patients had a formal 
diagnosis of Alzheimer's disease, multi-infarct dementia or a combination of both. In 
7.8% of cases the diagnosis was unknown to the carer. Caregivers reported that the 
dementia sufterer had shown signs of cognitive impairment for 4-6 years (SD=3.2). 
The physical health of sufferers also declined after the onset of dementia.
Coyne et al found that carers who abused their dependants had been providing care for 
more hours per day, caring for patients functioning at a lower level, displayed higher 
levels of perceived burden and higher depression scores (p<0.05). Caregivers who 
were abused by dependants had been providing care for a greater number of years 
(p<0.001), dealt with patients functioning at a lower level and again achieved higher 
depression scores. 26.1% of carers who were physically abused by their dependant 
were more likely to have directed abuse to those in their care, compared to those who 
reported no abuse. Only 4.8% of carers who were not abused by dependants reported 
abusing their relative themselves. 8.6% of carers said their family member was 
abusive before they demented. 91.4% showed no prior history of abuse. Those who 
reported an abusive history were more likely to have experienced abuse once the 
patient was demented and they were found to be more likely to be abusive themselves.
This study is probably quite reliable in its findings, as a large sample of 1,000 callers 
were sent questionnaires, and an expected response rate of 33% was achieved. 
Questionnaire surveys always rely on a certain literacy level however, to understand 
and complete the questionnaire, and this may have impacted on the low response rate 
from ethnic minorities, where English may not be their first language. This may also 
explain why many carers from ethnic minorities did not use the helpline. The 
methodology used was more sound than many other studies in this area, but it was 
unclear why the researchers included 20 patients whose diagnosis was unknown to the 
carers. Presumably they were included on the basis of the symptoms described by the 
carers, but the researchers wanted to focus on dementia sufferers in particular, and 
without a fonnal diagnosis these patients and carers should have been excluded.
Despite these shortcomings however, Coyne et al’s findings support those of Compton 
et al (1997) who found that a poor pre-morbid relationship between carer and
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dependent is a key factor in increasing the likelihood of elder abuse. Podnieks (1990) 
findings of physical abuse being part of a wider picture of marital conflict and 
unhappiness also support Coyne et aPs study. Their finding that carers who perceive 
the dependent to have problem behaviours and are themselves more likely to abuse the 
elderly person has also been supported by previous studies (Hamel et al, 1990; et al, 
Colerick and George, 1986 and Argyle 1985). Many of the studies in the area of elder 
abuse have been cross-sectional in design. This is helpful in establishing prevalence, 
incidence and can provide a useful insight into underlying causal factors. However if 
the pattern of abuse is to be identified and monitored in detail, longitudinal studies are 
more reliable sources of information.
Longitudinal Studies
One of the most comprehensive studies to date is that of Lachs, Williams, O’Brien, 
Hurst and Horwitz (1997). They wanted to determine the longitudinal risk factors for 
elder abuse and neglect. They studied a cohort of 2,812 community-dwelling older 
adults over a nine- year period in the United States, and linked them with elderly 
protective service records over this time. Cases of abuse were identified through a 
state social services agency in Connecticut, which is responsible for “investigating and 
adjudicating cases of elder abuse, neglect, self-neglect, exploitation or abandonment 
occurring in the community or long tenn care facilities”. The cases of elder abuse 
initially identified by the state service were referred to the service from many sources, 
usually by telephone. When a call was received, the ombudsman made an on-site visit 
within five days to substantiate the allegation. Interviews took place with everyone 
involved in the case, and after the evaluation, the ombudsman decided whether the 
case was uncorroborated or substantiated. If the elder abuse case investigated was 
uncorroborated, the subject was excluded from the study. Clear definitions for 
different t>^ pes of abuse were used by the service.
All subjects in the study were over the age of 65 and matched on the basis of housing 
type and sex. They included almost one in seven elderly people living in the city in 
1981 in the study. In contrast to all other studies carried out, they over-sampled male 
subjects, so there were 1,643 men and 1,169 women from a variety of racial, ethnic 
and social backgrounds. This was to control for the higher mortality rate amongst
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older men compared to women. In 1982 a baseline interview was carried out which 
collected detailed information on demographics, functional and cognitive status, social 
networks and leisure activities. Standardised measures were used to collect 
information as much as possible, and inter-rater reliability studies among interviewers 
were carried out periodically. Cohort members were then interviewed by telephone 
every year and face-to-face interviews occurred every third year. In this way, two 
main groups emerged, the “mistreated” group and the “comparison” group.
The analysis involved comparing the prevalence of risk factors in subjects who were 
reported as victims of abuse compared to the risk factors of those who did not 
experience any abuse. Over the nine-year period 184 (6.5%) subjects were seen by the 
ombudsman. 81 (30%) were investigated for elder abuse and neglect, and 57 (70%) of 
cases were substantiated. This produced a prevalence of 1.6% for abuse, similar to that 
found by Homer and Gilleard (1990) and Podnieks (1992). The most common 
perpetrators of abuse were adult children (45%) and spouses (26%).
Sociodemographic features, which were significantly associated with elder abuse and 
neglect, were non-white race, low income and advanced age. High levels of physical 
dependency were associated with increased risk of abuse, and mistreated subjects 
showed almost twice the prevalence of higher cognitive and functional impairments as 
measured by standardised instruments (Nagi, 1976; Roscow and Breslau, 1966). 
Chronic disease including cancer and stroke was found to be higher in the comparison 
group, a finding that is the opposite of other studies (Cooney & Mortimer, 1995; 
Kurrle, Sadler & Cameron, 1992 and Haley, Brown & Levine, 1988).
The mistreated group of subjects was also more likely to have a live-in carer but to 
have fewer social ties (p<.005). Perhaps the most valuable insight that emerges from 
this study concerns the rate of physical and mental decline and the correlation with 
risk of abuse. Lachs et al found that subjects who began the study as independent for 
Activities of Daily Living (ADL), but later developed impairments in this area were at 
an increased risk for mistreatment, but this became non-significant when demographic 
and socio-economic factors were controlled. Subjects who began the study cognitively 
intact and then declined however, were at high risk of abuse, even after other variables 
were accounted for. No other study has been able to demonstrate this pattern because
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it is the longest study of its kind to date, but many studies suggest that cognitive 
impairment is a major risk factor (Kurrle et al, 1992; McCreadie & Tinker, 1993, 
Compton et al, 1997).
Lachs et al admit that some of their risk factors such as race and poverty may be an 
overestimate because the source of their data was from a social welfare system which 
dealt predominantly with people of lower socio-economic status. One drawback to the 
study was that those subjects who entered long-term care during the study were 
dropped from the rest ot the study (divided into three 3-year intervals). This was 
because the study was investigating risk factors in the community. It would have been 
interesting to have conducted a follow-up of those in care however, to investigate 
whether the same risk factors apply in residential care.
Victim and Abuser Profiles
From the growing body of research in the field of elder abuse a consensus is 
beginning to emerge of the risk factors both for the victim and the abuser. This 
information is summarised below.
Table 2: The risk factors for abuse of older people and their carers
Victim Risk Factors Carer Risk Factors
Cognitively impaired Suffers from an affective disorder
Physically dependent (eg. depression) or mental illness
Socially isolated Abuses alcohol
Has behavioural problems Socially isolated
Little contact with services Poor pre-morbid relationship with
Physically or verbally abusive dependent
towards carer Has cared full-time for over 3 years
Financially dependent on carer Cares for 6 or more hours every day
Suffers from dementia Lacks support for caring
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T a b l e  3 :  S i g n s  o f  A b u s e .  T a k e n  f r o m  H o c k i n g ,  E . D .  ( 1 9 8 8 )
Victim Caregiver
Unusually compliant with carer High levels of depression and
Facial bruising, grip marks on limbs, bums, anxiety present
cuts/fractures (Eastman, 1984) Obsessed with control
Sexual abuse Active hostility towards
Misuse of medication victim
Recurring, unexplained injuries Complains about caregiving
Physical constraints May show over-concem about
Malnutrition and dehydration the victim or appear very
Lack of personal care unconcerned
May cower when approached, especially by abuser
Table 4: Clues arousing suspicion of abuse around the home (From Hocking. 
E.D., 1988)
Clues
Old food in the kitchen 
Multiple medications 
Lack of assistance devices 
Locks on the refrigerator 
Blocked stairways
Conclusion
The knowledge gained from cross-sectional and longitudinal studies about the 
causative factors of elder abuse will help services to identify and protect older adults 
from abuse. The factors which put carers at risk of abusing patients in their care is 
particularly important. Risk of abuse can be reduced by supporting the carers as and 
when necessary, using a variety of techniques. Major risk factors such as a poor pre-
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morbid relationship between the carer and the dependant could be built into standard 
assessment procedures when dementia sufferers first have contact with the elderly 
support services. If such a relationship exists, day care services may form an 
important intervention in reducing the risk of abuse for the carer and the cared-for. 
Therapeutic interventions from a clinical psychologist, counsellor or communit>' 
psychiatric nurse may be invaluable in improving the communication between the 
pair. This would also have a direct impact on the levels of depression and anxiety a 
carer may be suffering, which has also been identified as a significant risk factor.
The presence or absence of statutory care services have not been found to significantly 
influence the risk of abuse, but providing the dependant with activity outside the home 
and allowing the carer some regular respite from caring must surely act as a protective 
factor against abuse. It also ensures contact with others outside the home to monitor 
the home situation, support and understanding for the carer, and optimise the well­
being of the dependant .
The family GP is in a strong position to identify suspected signs of abuse. 
Unfortunately GP’s are often untrained in elder abuse detection and procedure, and 
much work needs to be done to increase the training given to doctors in the field of 
elder abuse. Bennett, McCreadie and Tinker (1998) surveyed GP’s in London about 
the extent of their knowledge and experience in elder abuse. They found that 84% of 
GP’s had at least one patient in a high-risk situation. Situations were considered to be 
high-risk if the carer reported psychological problems of their own, the carer 
expresses anger at the burden of caring, alcohol intake in the household is high, the 
dementia sufferer is violent towards the carer or the carer is unable to meet the needs 
of the older person for daily care. Bennett et al found that only 16% of these GP’s had 
received any training in elder abuse compared to 77% who had received training in 
child abuse. Many GP’s surveyed felt ill-equipped to identify elder abuse, and once 
identified only 50% of the survey sample contacted social services about their 
suspicions. Very little was known about the voluntary agencies which exist to support 
older people.
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GP’s could provide a valuable link between families and support services, particularly 
if over-75 health checks were introduced as part of the primary care services. If 
comprehensive training was provided to GP’s, older adults at risk could be identified 
at an early stage for abuse and intervention from support services could significantly 
improve the quality of life for carers and dementia sufferers alike.
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Section 1
Introduction
In January 1998 a new service was initiated for people over the age of 65, living in the 
Eastern Surrey area of Kingston and District Community NHS Trust. The service was 
designed to make clinical psycholog}^ resources more accessible to people in the 
locality, and to increase awareness of NHS staff in the area of how clinical 
psychology can help older people. This dossier will describe the development of the 
service and illustrate the ty^ pe of work being carried out by focussing on a staff support 
group.
Background to the Service for Older People
A specialist service for people over the age of 65 has been provided by the clinical 
psycholog)' department of Kingston and the surrounding district for many years. Until 
the late 1980’s the Department was based at Long Grove Hospital in Epsom. This was 
an old Victorian hospital that cared for older people with acute and long- term mental 
health problems. The hospital closed in 1989 and patients were transferred to smaller 
community hospitals such as Surbiton, Toi worth and Molesey hospitals or into 
nursing and residential homes where possible. The Older Adult Speciality, which at 
that time consisted of 1.5 whole time equivalent (wte) clinical psychologists, was 
transferred to premises in New Malden until 1994, when it was finally moved to 
Surbiton Hospital. The size of the specialt}  ^has remained very small over the years, 
and now has 1.7 wte clinical psychologists. A counsellor for carers of older people 
also provides 0.4wte sessions, and there is occasional input from psychology 
assistants when money is available to employ them. Clinical psychology trainees are
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on placement with the specialty on an on-going basis and make a valuable 
contribution to the running of the unit.
The Demographic Characteristics of the District
A map of the area covered by Kingston and District NHS Trust can be seen in 
Appendix 1. The Eastern Surrey side of the District includes Molesey (East and 
West), Esher and Claygate and is known collectively as East Elmbridge. The general 
population of East Elmbridge is 51,800 (Surrey Community Care Plan 1997). The 
estimated population for people aged 65 and over in 1999 in this area is 8940 
(17.23%). In contrast, the other side of the Trust, known as the Royal borough of 
Kingston, the general population is 133,058 (Surrey Community Care Plan 1996/97) 
and the number of people aged 65 and over is 21585 (16.22%).
As the majority of older people in the Trust live in the Royal Borough of Kingston the 
psychology services were concentrated on that geographical area. More time was 
spent visiting residential and nursing homes in that area, there was more contact with 
day centres, and training workshops were attended by more staff from Homes around 
the Kingston side of the Trust than the Elmbridge side. Despite this discrepancy 
however, the Department had contracts from both areas of the Trust to fulfil.
Referral Data
Client activity figures are collected on a regular basis within the department using a 
system called Trust Community Statistics (TCS). The latest report available on 
referrals concerns work done within the Older Adults Psychology Department over a 
12-month period from April 1996 to 3P^ March 1997. During this time 61 referrals 
were received. 83.1% were fi'om sources in the Kingston and Richmond area of the 
Trust, and 16.9% from East Elmbridge. Fewer referrals were received from East 
Elmbridge, partly because of the smaller elderly population, but also because of the 
lack of awareness of psychology services in this part of the Trust. This discrepancy 
was highlighted by talking to GPs in East Elmbridge who said they were unaware of 
any clinical psychology services for older people, although they were aware of 
psychology services for younger adults and children, and regularly made referrals to
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the latter services. Community Psychiatric Nurses (CPNs) working in Elmbridge also 
reported feeling overwhelmed vsdth referrals for older adults, some of whom were 
appropriate for clinical psychology intervention, but they were unaware that they 
could do so.
Although the Department had been aware of the mis- match in the number of services 
offered to the East Elmbridge area solutions were difficult because of limited numbers 
of psychologists available to cover both sides of the Trust. In 1997 premises were 
again altered and general managers for older adult services were moved from 
Toi worth Hospital to Molesey Hospital. This was, in part, an effort to increase the 
profile of services in East Elmbridge and the hospital gradually became a more 
popular venue for business meetings. These changes coincided with the author 
returning from matemit)' leave in September 1997 and it appeared to be an ideal 
opportunity to raise the profile of clinical psycholog}' for older people in the 
Elmbridge area.
Negotiating the Service
Talks took place between the General Manager for Services to Older People, the 
Manager of Clinical Psychology Services for Older People, the author and the Ward 
Manager of Molesey Hospital. It was explained that due to the results of informal 
interviews with local health-care professionals, combined with the Department’s 
obligation to fulfil a contract in Elmbridge, the Older Adult Psychology Department 
wished to offer a more comprehensive service to the East Elmbridge side of the Trust. 
The most cost-effective way of providing this needed to be found. The author had 
previously conducted infomial interviews with local GPs, CPNs and Social Workers 
concerning the aspects of clinical psycholog}: they would like to have more access to. 
The Ward Manager and the author also consulted with hospital staff about the role of 
the clinical psychologist and which aspects they felt would be helpful to have as a 
resource.
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The outcome of these discussions was as follows. GPs wanted a clinical psychologist 
to do regular Primary Care sessions in their surgeries for their older patients. CPNs 
and Social Workers also wanted to be able to refer clients to the psychologist, but 
mainly wanted to use them in a consultative capacity, regarding emotional and 
behavioural problems of clients and the complex family problems their clients often 
experienced. Molesey Hospital staff had very little experience of clinical psychology 
before the interviews took place. They were quite wary of any “interference” and felt 
that the presence of a clinical psychologist might undermine the work they did, and 
emphasised that no bad practices ever occurred in the care of patients on the ward. 
However, they also agreed that it would be useful to have help in dealing with the 
aggressive behaviour of patients they encountered on the ward at times.
When the results of these discussions were collected, the demands of the service were 
matched to the existing resources. It was then agreed that a clinical psychologist 
should be on-site at Molesey Hospital at a regular time each week. A consultation 
room would be provided so that an outpatient clinic could be provided, with a minimal 
amount of secretarial back up (for example taking phone calls and photocopying). The 
time could also be used for consultation sessions with professionals in the community 
(for example, social workers and CPN’s), either by phone or face-to-face meetings. 
GPs were informed that they could refer patients to a named psychologist, where they 
could be seen at Molesey Hospital psychology out-patient clinic. The GP’s fed back 
that this compromise to a Primary Care session would be acceptable. Finally some 
time would be spent in the first six months in building up a relationship with staff on
/ 'V  ?
the in-patient side in Molesey Hospital. Training in psychological techniques, such as 
dealing with difficult behaviour, would be offered and support with changes in the 
management structure occurring at that time. These needs were identified through 
discussions with the ward manager, who felt that her staff would benefit greatly from 
help in these areas. It was agreed that the service would officially start on Tuesday 6*^  
January 1998, for one session (a morning) each week.
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Section 2
The Molesey Staff Support Group
The nursing team on the ward consisted of a ward manager, deput}' ward manager, 
four State Registered Nurses (SRN’s), ten nursing auxilliaries. Shifts of six nurses (at 
a combination of levels) were on the ward at any one time.
During the weekly sessions at Molesey Hospital some time was spent on the wards 
building relationships with the nurses. This proved to be difficult, as many staff 
appeared suspicious about the clinical psychologists’ motives for being there. They 
were unsure about her position as an independent professional who often worked with 
managers and doctors through to unqualified staff. They seemed apprehensive because 
they thought their work may be criticised and they initially maintained that there were 
never any problems with patients.
The ward manager however, was able to use the psychologists’ informal visits in a 
supportive capacity. She explained that there had been a particularly difficult senior 
member of the nursing team, who would shortly be replaced, but had destroyed team 
morale over the months. If relatives of patients complained about the care their loved 
ones received from nurses, this individual would disregard any defence made by the 
nurse in question, and would report it to the General Management Team before it had 
been dealt with on a more local level.
The ward manager felt there was considerable need for a forum where the nurses 
could receive support and understanding about such issues, including opportunities to 
discuss the many political changes occurring in the Trust which threatened the 
Hospital and their jobs. It was therefore agreed that a Staff Support Group should be 
developed, if the staff were favourable. Two meetings were then set up to ask staff 
members for their views on having a support group and to agree a plan for dates, times 
and content of the group. The meetings were held at different times and days to canvas 
the views of as many staff as possible working on various shifts. Staff again appeared 
to be very suspicious about the motives behind the group. A great deal of time was
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therefore spent explaining the importance of the confidentiality of the sessions, the 
aims of providing emotional support and psychological help with any problems such 
as dealing with the aggressive behaviour of patients. The voluntary nature of the group 
was also emphasised, and it was explained that group members could alter the content 
of the sessions depending on their needs. The nurses agreed to try the group for six 
sessions, having one session every month for one hour. Allowing for holidays and 
other interruptions, the staff support group was scheduled to start in September 1998 
and ran monthly until February 1999.
Theoretical Background of Support Groups
Support groups are often considered to be a useful tool for supervision of 
professionals who share common experiences in their work. The group may work on 
its own, or it may be an additional source of support to individual supervision 
(Hawkins and Shohet, 1989). The effectiveness of the group will depend on the ability 
of the group members to be aware of the group dynamics which exist, regardless of 
whether the group is facilitated, consists of peers, or is part of a working team.
Hawkins and Shohet suggest that, to be effective, group facilitators or leaders need to 
be aware of the basic stages that groups go through. Schütz (1973) explained the first 
stage of group formation as “inclusion”. He states that groups have to begin by 
agreeing their own boundaries, membership, group rules and expectations. The next 
phase involves “the stages of Forming and Norming” (Tuckman, 1965). This is the 
contracting stage in support groups, where issues of confidentiality, commitment to 
the group, how time will be allocated, what will be focussed on and what will be 
excluded all need to be clarified explicitly, with written guidelines produced.
The final stage of group formation is called “Fight/Flight” by Bion (1961),
“Authority” by Schütz (1973) and “Storming” by Tuckman (1965). This is the stage in 
which power and authority are tested out. It may take the form of rivals in competition 
e.g. “Who does the most work?” or it may take the fonn of testing the authority of the 
group facilitator or leader by challenging their approach or effectiveness. When these 
stages have been successfully managed the group can work productively, respecting 
each other and without dependency or rivalry in its relationship to the group leader.
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The Structure of the Group
Group sessions ran from 2.00 -  3.00pm on the second Tuesday of each month. This 
timing was agreed in order to allow staff coming onto a shift and leaving a shift to 
participate. The group was held in the staff room so that they could have a drink 
before the session if they wished. Ever)' session began with introductions, firstly of 
the clinical psychologist, then the group members, who were State Registered Nurses, 
Nursing Auxiliaries, Nursing Sisters (Deputy and Charge Nurses) and the Matron (or 
Ward Manager). The group also included a psychology assistant who acted as a co­
therapist. Shift rotas meant that new members occasionally attended the group, 
depending on which nurses were on shift that day. Some regular members of the 
group came in specially for it, or stayed on after their shift had finished, to attend. 
Ever)'one was reminded that issues discussed in the group were confidential, and that 
members were not under any obligation to speak if they chose not to. An informal 
agenda was then agreed for the session. This involved asking participants whether 
they wanted to discuss particular issues. Issues covered a fairly broad spectrum of 
subjects, from difficulties managing patients, abusive or demanding visitors, 
communication problems between nurses and management, and aspects of racism and 
sexism. All group members were encouraged to participate in the discussions and 
contribute their points of view about the topic being discussed. If problems were 
highlighted in the sessions, attempts were made to help the group to develop a strateg)' 
to find a solution. At the end of each group, members were asked to complete a 
feedback form (Bender and Norris, 1987) on the usefulness of the session (see 
Appendix 2).
A brief summar)' of each of the six sessions will be given and rating scores on the 
feedback forms will be discussed at the end of all six sessions.
SESSION 1 
8^ September 1998
Number of participants: 4(1 ward manager, 2 SRN’s, 1 nursing auxiliary)
Content:
This session focussed on complaints which relatives made about the quality of nursing 
care and the management of the complaint by the deputy ward manager. It was felt
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that the manager dealt with each complaint by examining the quality of nursing care 
out of context, and without recognising that some relatives have “complaining 
personalities” where nothing is ever right. For example, a daughter who visited her 
father regularly on the ward complained about the timing of his meals, the way in 
which he was helped to the toilet (either too little or too much help), criticising what 
he wore because she felt his clothes did not co-ordinate properly (apparently many of 
his clothes were a similar colour -  beige!), and the time at which he could have a bath 
(nurses needed to be available to help him). Nurses attempted to explain the hospital 
routine and the lack of nurses to help out at certain times, but the deputy ward 
manager told them to improve these standards of care without offering any solutions, 
and staff felt extremely criticised and unsupported.
Discussion
A lot of information about the hierarchy in which the nurses work was gained from 
the description of the problem. Some group members acknowledged that the deputy 
ward manager had a reputation for not thinking a course of action through carefully 
enough. Others felt that this individual was trying to make a good impression as a firm 
manager with senior management which was why the individual had gone to the top 
of the managerial hierarchy in the Trust with the complaint instead of dealing with it 
at “ground level”. The group facilitator asked the nurses if  they felt supported by any 
of the other managers within the hospital. They identified the ward manager and a 
senior manager as people they felt they could trust. A discussion then took place about 
choosing a spokesperson from the group who could approach one of these managers 
and discuss the problem. It was emphasised that the group should think carefully 
about the message they wished to convey, and what alternative course of action the 
deput)' ward manager could take to ensure that the nurses perspectives might also be 
considered. By explaining this to a senior manager it was hoped that the deputy ward 
manager could be encouraged to deal with such complaints in a fairer and more 
supportive manner.
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SESSION 2
13* October 1998
Number of participants: 5 (3 nursing auxiliaries, 2 State Registered Nurses)
Content:
The theme of this session was racism. Within the group there was one Afro-Caribbean 
and two Asian nurses from Mauritius. All three had been subjected to so much racial
abuse they accepted it as part of the job! They reported that such abuse ranged from
verbal insults sustained whilst going about their business on the ward or attending to a
patient’s personal needs, to being told that they must not touch the patient (by the
patient themselves) because of the colour of the nurses skin or because they did not
want to “catch an>'thing”. Racist patients, who felt that these nurses were there to see
to their needs, no matter how trivial, frequently shouted at them.
The nurses explained that this was a common experience for themselves and their 
colleagues, not only on this particular ward, but also in other hospitals in which they 
had worked. The amount of racist behaviour encountered seemed to be worst for 
female Afro-Caribbean nursing auxiliaries. The group facilitator asked those of ethnic 
minorities within the group how they coped with the racism. It seemed that most 
nurses reminded themselves that they were dealing with patients who were elderly and 
“set in their ways”, and if the patients suffered from dementia this was also seen as an 
extenuating factor. When patients became particularly difficult, for example, refusing 
to let a nurse wash or bath them, another nurse would be asked to help instead. In such 
cases the nurses who were discriminated against explained that they tried to 
understand the patients point of view. For example, the patient had experienced little 
contact with people from ethnic minorities and was not comfortable accepting 
intimate help from such a person. The group was asked whether a patient’s age was 
important in detennining their tolerance of racism. The nurses replied that they would 
not allow themselves to be treated in the same manner by younger patients. All three 
nurses were remarkably tolerant and philosophical about the racist behaviour they 
received. The other two nurses in the group who were Caucasian were supportive
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towards their colleagues and did not like to see them being treated in this manner. 
They said that they often felt powerless to stop it.
Discussion
This amount of racism on the wards for elderly people in hospital is by no means 
unusual. In staff support groups run by the author in other hospitals the type of 
experiences described here are typical of those elsewhere. Similarly the coping 
mechanisms used by victimised nurses is also common. Excusing patients behaviour 
on account of their age, cognitive incapacity or restricted upbringing appears to be 
reasons that many nurses from ethnic minorities give in similar situations.
Perhaps the most shocking aspect in this situation is how helpless everyone involved 
feels about it. Despite local policies on dealing with racism in each Trust, racism is 
still rife and tolerated. Staff cope by tolerating racist comments. During discussions 
with the staff the group facilitator suggested recording such comments and 
encouraged the nurses to record any racist incidents they experienced in the Incident 
Book. They were also encouraged to report such behaviour to their manager or senior 
managers, particularly when patients asked for a Caucasian nurse to take over. The 
group did say that it was not always possible to change nurses because of staff 
shortages and time pressures. One solution which group members had previously 
generated from experience, was for the nurse to explain to the patient that if they do 
not receive help from them, the patient might not receive help from anyone else for a 
long time. The patient is then given the choice of accepting help from the nurse 
allocated to them, or waiting (on occasions for two hours) for help from someone else. 
The facilitator reinforced this strategy as an effective way of tackling such racism.
Racism is always an unpleasant subject for support groups to deal with, and raises 
many ethical and moral issues. However, a staff support group is also one of the most 
appropriate venues for bringing the subject into the open and stressing the need for 
support of the nurses and effective management of the problem.
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SESSIONS
10* November 1998
Number of Participants: 4(1 charge nurse, 1 staff nurse, 2 nursing auxiliaries) 
Content:
The theme of this session was the aggressive behaviour of patients. A patient had 
recently been admitted on to the ward from Kingston Hospital. He had been 
transferred following a hip replacement operation and needed some rehabilitation at 
Molesey Hospital to help him return home again. The patient had also had a mild 
stroke a year before his operation, from which he appeared to have recovered quite 
well. It soon became clear that he demanded a lot of tim e from the nurses. He would 
shout when he needed things, and this ranged from requiring help to the toilet to 
picking up a magazine he had dropped. At times other patients reported that he 
deliberately pushed over his glass and then shouted for a nurse to clear up the mess.
The biggest problem however was that his behaviour was unpredictable, particularly 
when nurses were administering his medication, washing him or helping him to walk. 
The patient would make some abusive comment to the nurse helping him then pinch, 
bite or attempt to kick them. He showed no remorse for his behaviour and would 
sometimes laugh when it was obvious that he had hurt the nurse in question. Some of 
the younger nurses had been given permission not to work with him because they felt 
too distressed by him. The group reported that they felt very demoralised by this 
patient and felt that their only hope was to discharge him at the earliest opportunity!
Discussion
The group was asked whether Kingston Hospital had experienced the same problems 
with him before his transfer to Molesey Hospital. They explained that Kingston had 
found him easier because he was still recovering from major surgery when he was on 
their ward, and the nurses in Kingston were used to attending to patient’s physical 
needs because they provide acute post-operative care. They did report however, that 
he seemed demanding as he improved. Molesey Hospital is a rehabilitation hospital, 
so patients are encouraged to help themselves as much as possible. This is not always 
popular with the patients themselves, but nurses often explain to patients that their
71
objective is to help them return home by helping them become self-sufficient again. 
Usually this explanation helps the patients to understand why a different approach is 
used compared to other hospitals.
The group was asked whether the patient responded to certain nurses more positively 
than others. They felt that he was calmer with older male and female nurses, but could 
still be aggressive towards them. One nurse in the group said she was able to elicit a 
more respectful attitude from him by appearing to be very finn in her manner with 
him and very assertive when she told him that she would not accept any physical 
aggression from him. When this did happen, she explained, she would leave his side 
immediately and ignore him for a period of time (ensuring that he would not be in any 
danger of hurting himself at the time!). When she returned to him she would continue 
to help him again so long as he was not aggressive again.
The group gained considerable knowledge in a short space of time by listening to each 
member’s strategy in dealing with this difficult patient. This allowed the group to 
learn how to gain more control over seemingly unpredictable behaviour. It was 
emphasised that the group needed to be very consistent in their approach to this man. 
This was also one situation in which it was recognised that confident nurses only 
should attend to the patient. The group facilitator also suggested that the patient might 
have behavioural problems as a result of neurological damage from the stroke he had 
experienced earlier. Nurses then reported that his nidce who visited him said he had 
always had a “difficult personality”. By discussing all the aspects which might 
contribute to aggressive behaviour the nurses said they felt more confident about 
dealing with the patient. It was also highlighted that this patient could be referred to a 
clinical psychologist for help. The charge nurse then asked about how to make a 
referral. Everyone left the session feeling very positive.
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SESSION 4
8* December 1998
Number of Participants: 5 (1 charge nurse, 2 SRN’s, 2 nursing auxiliaries)
Content:
The theme of the fourth session involved organisational change. The nurses began the 
session in a very subdued manner. It was difficult to encourage them to talk. The ward 
manager had told the facilitator she was leaving at the end of the month and she had 
confirmed her leaving date with her staff earlier in the week. The facilitator eventually 
raised this subject and asked the group what they felt about it. The group then 
appeared to become quite defensive and told me that they all work very well in a 
team, and there would not be any problem with the ward manager leaving. The group 
was encouraged to talk about the aspects that made the team successful. They 
explained that the nurses within the team were very supportive towards one another, 
they felt that communication was good and if problems arose they could rely on the 
ward manager to help sort it out. The group was therefore asked what impact the 
manager’s departure would have on the ward and silence ensued.
Eventually a member of the group began to express her concern about the manager 
leaving, because they did not feel someone else could easily fulfil her role. The 
current ward manager had managed the ward for many years and was considered a 
good friend as well as a colleague to many of the nurses. She had steered them 
through many changes that the hospital had experienced over the years, including the 
changes made when the hospital became part of Kingston and District Community 
NHS Trust in the early 1990’s. She had helped the team to understand the new system 
of working within contracts and negotiated the change to become a rehabilitation 
hospital. Since the manager’s leaving date had been announced no replacement had 
been found, and the new deputy ward manger was not an easy person to get on with, 
as described in session one. The team was worried that the loss of a good “leader” 
would lower morale and cause nurses to leave.
Discussion
The reluctance of the group to discuss this topic emphasised how concerned they were 
about their manager leaving. They also felt helpless about changing or improving the
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situation. The group facilitator reflected back to the group about this and asked them 
what they valued most about their current manager. They highlighted her ability to 
listen to all sides of a problem and reach a compromise with the team about it. She 
also consulted the team about major decisions which needed to be made (for example, 
changing the emphasis of the wards to rehabilitation), and took their views into 
account.
It was suggested that someone from the group should discuss their requirements of a 
ward manager with the manager herself and the senior manager who was recruiting a 
new ward manger. The possibility of a member of the nursing team being involved in 
the interviews was also discussed, and it was felt that this would be very helpful in 
giving the team some control in the matter.
Organisational change can make staff feel very threatened if they feel it will have a 
negative impact on them. It is situations such as significant team members leaving 
which highlights the need for good communication at all levels. By involving the staff 
who will work closely with a new colleague in selection, the transition from losing a 
trusted team member to gaining a new person with fresh ideas can be made easier.
SESSION 5
12* January 1999
Number of Participants: 4 (2 SRN’s, 2 nursing auxiliaries)
Content:
The theme of this session was sexual harassment. A patient was on the ward that 
suffered from dementia and often exposed himself on the ward. Other patients 
complained about him, whilst some nurses found him difficult to manage because of 
lewd suggestions he made towards them. Othe]^ members of the group said that these 
type of incidents occurred quite frequently with male patients. More confused patients 
would try to grab the nurses at times or pinch their bottoms, whilst other more lucid 
patients saw themselves as being amusing or flattering when they made suggestive 
comments to the nurses.
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The group had all experienced this type of behaviour at frequent intervals in their 
work (all members were female), and there appeared to be a certain level of tolerance 
towards it. The group facilitator asked the group what type of behaviour would be 
considered unacceptable. They felt that explicit verbal suggestions and physical 
advances, particularly being grabbed were unacceptable. When coping strategies were 
discussed there was a wide range of responses, from “I get away as quickly as 
possible” to ‘T make it clear I don’t like it”. All the group members said they found it 
embarrassing to deal with and made them tentative about working with the patient in 
question. If the behaviour persisted, the nurses said they could tell the ward manager, 
who then spoke to the patient about their behaviour. Occasionally, when a patient 
seemed very disinhibited due to the effects of dementia or a stroke, they tried to get 
the male nurses to tend to the patient, but this was not always possible.
Discussion
Sexual harassment, like racism, is an emotive subject to discuss and nurses in this 
group, as in other groups which the facilitator has run, are amazingly tolerant of this 
behaviour. No one had ever considered recording an incident of sexual harassment 
from patients in the Incident Book, and two nurses expressed the view that it was only 
considered unacceptable for staff to harass each other! Whilst this type of behaviour 
would not be tolerated in a business environment there does appear to be a general 
expectation from nurses that they will have to learn how to cope with sexual 
harassment in their work. Staff can learn from each other how to deal assertively with 
certain patients, and the group felt they could benefit from training in coping with this 
behaviour effectively. Nurses were encouraged to record more major instances of 
harassment in the Incident Book, to demonstrate the problem to senior managers and 
for their own protection. This session also emphasised the need for more detailed 
practical policies in hospitals in dealing with this type of behaviour.
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SESSION 6
9* February 1999
Number of Participants: 4(1 charge nurse, 2 SRN’s, 1 nursing auxiliary)
Content:
This was the last of the planned sessions, so time was spent reviewing the material 
covered in the previous 5 sessions. Group members appeared to be pleasantly 
surprised at the number of topics discussed. It had not been possible for all the nurses 
to attend all the sessions, but most had managed to attend at about half of them . The 
group facilitator was very encouraged when members admitted that they had been 
extremely sceptical about the usefulness of such a group when it first began, but had 
in fact, found it a helpful way to resolve some difficult issues. They felt that whilst the 
group did not always act on the solutions generated, it was sufficient to have a new 
perspective on a problem. They also gained reassurance from the facilitator that their 
concerns were not viewed as trivial.
The group were asked whether they would like the group to continue, have a break 
from it, or change its format. Participants said they would like the group to continue 
on a monthly basis at the same time, but also to have more information about certain 
subjects. It was therefore agreed that a new timetable would be drawn up with short 
presentations to be given on the topics they suggested. If staff still felt they wanted 
more in-depth training on topics after this, separate training days could be arranged.
FEEDBACK
Table 1 gives a summary of the feedback received over all six sessions of the staff 
support group. A simple, quick form was used, devised by Bender and Norris (1987).
It can be seen from the feedback form in Appendix 2 that three options were given for 
each item on the form, a positive, a neutral and a negative option. The facilitator was 
surprised and pleased that despite the group’s initial resistance to the idea of a support 
group, no negative feedback was received from any of the sessions. The facilitator 
therefore viewed the group as a success, and felt that it had helped to establish her role 
as a clinical psychologist in the hospital more firmly.
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CONCLUSION
The group broadly followed the stages of group progress and process put forward by 
Hawkins and Shohet (1989). The group worked on its own, as formal individual 
supervision was not supplied. The first two sessions were spent on group formation or 
“inclusion”. This was due to different staff joining the group on each occasion. 
Thereafter, the same staff attended most of the sessions. Boundaries, membership and 
group rules were clear, but expectations varied as many participants did not know 
what to expect.
The stages of “forming and norming” (Tuckman, 1965) took place over the first three 
sessions. Guidelines were produced (see Appendix 3), and staff agreed to have a 
theme for each session. They felt that this helped to focus on problems they were 
experiencing within the thematic areas. Commitment to the group was tested, and 
difficulties arose when staff felt that attendance at the group was compulsory, resented 
attending, and became negative and hostile towards the facilitator. This problem was 
not adequately dealt with until the six support group sessions ended.
Group formation involving “Fight/ flight” (Bion, 1961), “Authority” (Schütz, 1973) 
and “Storming” (Tuckman, 1965) emerged in sessions 4-6. “Authority” was 
challenged by the negative member of the group who made comments such as 
“nobody needs this group anyway”, and undermined any information-giving by the 
facilitator. “Storming” was encouraged by the group facilitator, and this strategy 
gained momentum although staff initially had difficulty understanding the idea. 
Sharing problems and generating solutions from the group members personal 
experiences was most successful in discussions on racism and aggression.
By the sixth session, the group had become more cohesive, thought in a more positive 
way together, and appeared confident in discussing problems with each other and the 
facilitator. The model of Group Formation was therefore successful as a framework 
for the Molesey Staff Support Group.
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Table 1: A Summary Of Responses Received On The Feedback Forms Over Six 
Sessions Of The Molesey Staff Support Group For Nurses
Item Option Percentage of Nurses 
Choosing that Option
Interesting 80%
1 OK 20%
2. Learnt a lot 25%
Learnt some 75%
3 I felt OK 10%
I felt relaxed 90%
4. Right pace 100%
5. Understood it all/ almost all 75%
Understood about half 25%
6. Right length 70%
Too brief/ condensed 30%
7. I contributed something 90%
I was an active member of the group 10%
8. It felt OK (the atmosphere in the group) 100%
9. It was almost all new material 25%
About half new material 60%
I had heard it before- repeat of previous 
sessions
15%
10. I liked the group leader(s)’s style 40%
It was run OK 60%
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Appendix 3 Timetable and Guidelines for the Molesey Support Group
MOLESEY STAFF SUPPORT GROUP
Timetable and Sessions
Date Title
8* September 2.00 -  3.00pm Introduction to the Group
13* October 2.00-3.00pm Dealing with Racism
10* November 2.00-3.00pm Coping with the Aggressive Behaviour
8* December 2.00-3.00pm Changes in Management -  How to cope
12* January 2.00-3.00pm Dealing with Sexual Harassment
9* February 2.00-3.00pm Review of the Group
All sessions will take place in the Occupational Therapy room on a Tuesday unless 
you hear otherwise. Please attend on time. Everyone welcome.
I look forward to meeting you all there. 
Sue Webb
Clinical Psychologist
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Guidelines For Molesev Support Group
Any personal experiences discussed in the group should be confidential and 
be kept to group members only.
® Everyone is welcome to attend any session, but members would gain more 
from the group if they could attend most sessions.
« Everyone is entitled to an equal say in the group, and member’s opinions 
should be respected at all times
® No one is under any obligation to reveal personal details about themselves 
if they do not wish to.
® If sensitive issues are raised in the group, members are welcome to discuss 
them in more detail with the facilitator afterwards, should they wish to do 
so.
® Come along, relax and enjoy yourself!
These guidelines have been agreed bv group members on Tuesday, 8^  ^September 
1998.
Sue Webb
Chartered Clinical Psychologist
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RESEARCH DOSSIER
AN INVESTIGATION OF THE FACTORS INVOLVED IN 
THE ADJUSTMENT OF CARERS OF SPOUSES 
SUFFERING ORGANIC DISEASE. FOLLOWING THE 
SPOUSE’S ADMISSION INTO LONG-TERM CARE.
ABSTRACT
This study investigates the factors involved in the adjustment of carers of spouses 
suffering organic degenerative diseases, following the spouses’ admission to long 
term care. The study was part- longitudinal and part- cross-sectional in design. A 
semi-structured interview was administered to thirty participants, who had been caring 
for a husband or wife suffering from a degenerative organic disease, and admitted 
them into residential care within the past twelve months. The interview elicited 
opinions about the decision-making process leading to their spouses’ admission; how 
the carer coped with their spouses’ illness, and the effects of the illness on the 
couples’ marriage. Standardised measures were taken to measure physical and mental 
health, marital quality and the care recipients’ level of functioning prior to admission .
It was hypothesised that: 1. Carers whose spouses enter long-tenn care after a period
of being cared for at home will adjust better emotionally and physically if they
perceive the admission process as a positive experience. 2. The quality of the X prxC Uvv^
relationship within the marriage prior to admission will influence adjustment to life '
after admission. 3.The severity of the spouses’ illness prior to admission will have a
negative impact on the carers’ state of mental health. 4. No sex differences will be
found.
Results found that 1. There was tentative support for the hypothesis that carers 
adjusted better to their spouse going into care when they perceived the admission 
process as a positive experience. 2. Carers with a poor quality relationship prior to the 
admission of their spouse adjusted well to the change in lifestyle. Carers with a good 
quality relationship were equally divided between those who adjusted well and those 
who adjusted poorly to their spouses’ admission into care. 3. The length of the care- 
recipients’ illness had a negative effect on the carers’ state of mental health, as 
measured by the General Health Questionnaire. The longer the illness, the greater the 
possibility of developing psychological problems for the carer. 4. In general, no sex 
differences were found. Male carers were older than female carers. Female carers had 
more contact with support seivices than males and females experienced a poorer 
quality of relationship than males.
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The results of the study suggest that community services could have a greater role in 
supporting carers through the process of deciding whether to place a spouse in 
residential care, and providing support after placement could be beneficial in helping 
carers adjust better to life once full-time caring has ceased. Awareness of issues 
surroimding the quality of the marital relationship can also be a useful tool in 
predicting the adjustment of a carer once their spouse has entered a care home.
INTRODUCTION
Caring for an individual with dementia at home has been the subject of much research 
and discussion since the 1980’s. Studies have investigated the stress or burden 
experienced by caregivers, and the caregiver and care-receiver variables which predict 
burden have been examined (Morris, Morris and Britton, 1988; Pearlin, Mullan, 
Semple and Skaff, 1990). Burden is defined as “the extent to which carers perceive 
their emotional or physical health, social life, and financial status as suffering as a 
result of caring for the care-recipient” (Zarit, Todd and Zarit, 1986). Spouses have 
been found to be the main source of care for elderly people with mental and physical 
illnesses (Stone, Cafiferata and Sangl, 1987). Stone et al (1987) suggest that caring for 
a spouse with dementia is one of the most stressful types of caring an older person can 
experience, because of the difficulties degenerative diseases such as dementia bring 
with them. Carers may have to cope with behavioural problems such as wandering, 
aggression, inability to communicate and incontinence. It is a role devoid of formal 
training, choice or compensation (Golodetz, Evans, Heinritz and Gibson, 1969). Yet 
spouses provide extensive and comprehensive care and are often responsible for the 
most severely disabled older people in the population (Horowitz, 1985). Spouses have 
been found to maintain the role of carer for longer, and cope with greater levels of 
disability than other caregivers (Archbold, 1983; Cantor, 1983; Johnson and Catalano, 
1983; Soldo and Myllyluoma, 1983). Unfortunately caregiving spouses are also the 
most vulnerable group of carers. They are more likely to experience strain (Cantor, 
1983), become ill themselves (Chenoweth and Spencer, 1986) and experience higher 
rates of psychiatric symptoms and lower morale (George and Gwyther, 1986) than 
other groups of carers.
The average survival time after onset of Alzheimer’s Disease is eight years, (Fiore, 
Becker and Coppel, 1983), and it has been found that this type of intensive care-giving 
puts family members at high risk for developing depressive disorders. 14-81% of 
carers met the criteria for clinical depression in several studies (Cohen and Eisdorfer, 
1988; Gallagher, Wrabetz, Lovett, Del Maestro and Rose, 1989), (The differences in 
prevalence rates are due to differences in methodology and sample sizes).
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This review will assess the literature in several areas of caregiving to older people 
suffering from degenerative disorders. Factors which contribute to the phenomenology 
of caring are explored, initially looking at the predictors of burden in the caring role. 
Differences between carers and non-carers are examined. The causes of burden in 
caring are explored with reference to the impact of severity of the care-recipients’ 
illness, gender differences in response to caring, the role of social support and 
relationship issues. How carers adapt and adjust to the caring role is reviewed, and the 
factors influencing the decision to place a loved one in long-term care are described. 
Little is known about the adjustment and wellbeing of carers after admission of the 
care-recipient into long tenn care, and the current study aims to address these issues. 
The review will conclude with the aims and hypotheses of the current study.
THE PHENOMENOLOGY OF CAREGIVING 
Predictors of Burden In Caregiving
1. The Health of the Carer
It has been widely found that older caregivers experience high levels of physical and 
mental stress when caring for an ill husband or wife (Kiecolt-Glaser et al, 1991; 
Pruchno and Potashnik, 1989, Vitaliano et al, 1991). But how much are levels of stress 
associated with their own advanced age and subsequent health problems, compared to 
the stress of having to care? There are limited comparisons of the physical and mental 
health of care-giving spouses to peers matched for age in the general population. 
George and Gwyther (1986) compared family caregivers to non-caregivers for 
subjective feelings of well-being. They used multiple surveys to compare 510 people 
caring for an elderly person. Caregivers ranged in age from 21 to 90. Most carers were 
spouses or adult children of the care-recipients. They compared the sample on several 
dimensions of well-being, measured by detailed questionnaires collecting infonnation 
about the care-receiver (diagnosis, symptoms, severity and duration of the illness), and 
the carer (subjective views of the carer’s own physical and emotional health, 
substance use, social and recreational activities, financial resources, social support and 
use of community services). Participants also completed the Affect Balance Scale 
(Bradbum, 1969), measuring positive and negative affect, and the Twenty-Two Item 
Screening Scale (Langner, 1962), which screens for psychiatric symptoms. They
found that carers were similar to non-carers in terms of physical health. Carers did not 
use more medical services or rate their own health as any worse than random 
community samples. However, when the mental health of caregivers was compared 
with non-caregivers of matched age in the community, carers averaged nearly three 
times as many stress symptoms as the comparison group. Levels of positive affect and 
life satisfaction (as measured by the Affect Balance Scale) were considerably lower, 
and a significantly higher proportion of caregivers (28%) reported using psychotropic 
drugs than the control sample (19%).
In a similar study Haley et al (1987) matched 44 caregivers of Alzheimer’s patients 
with 44 people who were not carers, on factors including age, sex, race and marital 
status. Most of the caregiving sample were daughters. In contrast to George and 
Gwyther’s study, Haley et al (1987) found that the physical health status of carers was 
significantly poorer than that of controls, when measured by overall health ratings and 
the number of chronic illnesses. Health care services were used at consistently higher 
levels amongst caregivers, both for a higher number of visits to the doctor and the 
number of prescribed medications. The groups did not differ in the number of 
common physical symptoms experienced or in overall health as measured by the 
Health Status Questionnaire, a scale that assesses the presence of self-reported health 
problems. Compared with non-caregivers however, carers had significantly higher 
levels of depression and lower levels of life satisfaction, a finding consistent with that 
of George and Gwyther.
In a longitudinal study, Vitaliano, Russo, Young, Ten and Maiuro (1991) found that 
caregivers with initially high levels of anxiety, anger and physical health problems 
were more vulnerable to stress or burden over time. These studies therefore suggest 
that caring for an elderly person with a degenerative disease has a negative impact on 
physical health, significantly increases symptoms of stress compared to non-carers, 
increases the prevalence of depression and produces lower levels of life satisfaction.
2. The Impact of Severity of Illness of the Care-Recipient
Severity of illness and its’ impact on the carer has been widely studied in the 
literature. In a longitudinal study, Zarit, Todd and Zarit (1986) followed 64 husband
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and wife carers of dementia sufferers over a 2-year period. Analysis revealed that 
caregivers’ ability to tolerate problem behaviours increased, even when the disease 
progressed. They found that subjective factors were more important than the severity 
of illness in determining burden. For example, husband caregivers reported less 
burden than wives, and this was related to husbands’ higher tolerance of memory and 
behaviour problems. Carers explained that they learned to manage problems more 
effectively over time, or were able to adapt so that they did not allow problems to 
bother them any more. Many had established a daily routine that enabled them to cope 
with the stresses that dementia brings with it.
Other studies have also found that severity of symptoms is not strongly associated 
with the carers’ subjective feelings of burden (Zarit etal, 1980). Zarit, (1982) found 
that the care-recipients’ impairment created the situation in which burden was 
experienced, but how much burden carers felt also depended on their response to those 
impairments. For example, whether they coped well or poorly with specific problems, 
the resources they had available, especially social support in caring for the patient and 
opportunities for relief from caregiving tasks.
Zarit, Todd and Zarit (1986) also looked at the influence the severit>  ^of illness had on 
the likelihood of placing a care-recipient in long-term care. They found that the total 
frequency of memory and behaviour problems did not differ at initial interview 
between those carers who placed and those who did not. On the Behaviour Problems 
Checklist (a list of 28 problems that caregivers are likely to encounter on a daily 
basis), patients who were placed had higher frequencies of difficulty doing simple 
self-care tasks, such as being unable to dress or bathe themselves and often suffered 
incontinence problems. Waking the carer at night and restlessness were not 
significantly different between the groups and therefore not predictive of placement. 
O’Donnell, Drachman, Barnes, Peterson, Swearer and Lew, (1992) also found that the 
onset of disturbing behavioural problems in the dependent is a risk for placement in 
residential care, and this finding is consistent with that of Steele, Rovner, Chase and 
Folstein, (1990).
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It seems therefore, that the severity of the care-recipients’ illness does contribute|^to y\
the level burden perceived by carers, particularly overt behaviour problems and a lack 
of self-care skills, both of which increase the likelihood of placement. However, high 
levels of social support and respite from caregiving have a mediating effect on the 
stress caused by illness-severity.
3. Gender Differences in Caring
The gender of the carer has been a factor studied in relation to burden of care issues.
The role of caring is often left to middle-aged women who are at the stage of 
emerging from their child-rearing years only to have their steps towards freedom and 
personal fulfilment threatened by a parent’s disability (Brody, 1985). Older women 
with similar hopes for their retirement may also resent becoming caregivers to their 
husbands. These influences in the lives of women may cause differences in the 
response to caring between male and female carers.
Cantor (1983) reported more burden among female than male caregivers, but no 
relationship between burden and severity of dementia. Fitting, Rabins, Lucas and 
Eastham (1986) found higher burden levels were associated with the severity of the 
care recipient’s dysfunction only in younger wives and older husbands. They did not 
refer however, to carer’s health or employment status in this study, which may have 
accounted for the difference in burden more than age and gender.
Other studies have found that physical health was a predictor of burden in wives but 
not in husbands (Pruchno and Resch, 1989), consistent with other findings for gender 
and burden (eg. Haley et al, 1987).
Male and female carers have been found to experience difficulty  ^with different aspects 
of the caring role. Steinberg and Shulman (1981) suggested that wives tend to find 
their husband’s dependency upsetting whilst husbands who are caring are more likely 
to have problems with household responsibilities, and to be distressed by their wife’s 
inabilit}' to communicate effectively with them anymore.
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Zarit, Todd and Zarit (1986) carried out a 2-year follow-up study of a sample of 64 
spouse-caregivers of dementia patients who had participated in previous research on 
the experience of burden. The initial study looked at the carer’s sense of burden and 
sex differences between carers. The follow-up study explored 1. Whether the carers’ 
initial level of burden was associated with placement of their spouse; 2. Whether the 
subjective experience of burden is mediated by similar variables at the 2-year follow- 
up as at the initial interview, and 3. \\Tiether gender differences between carers remain 
the same over time.
The initial sample showed a difference in age between male and female carers, 
(husbands were older than wives and had been married longer). All husband and wife 
care-recipients met the DSM III criteria for dementia, and although caregivers 
reported similar duration of illness for male and female patients, women were 
significantly more cognitively impaired. At the 2-year follow-up carers were 
contacted and asked about the status of the patient. If the patient had since died, they 
were excluded from the follow-up. At the follow-up interview carers were measured 
on the level of perceived burden, where burden was defined as “the extent to which 
carers perceived their emotional or physical health, social life and financial status as 
suffering as a result of caring for their relative”. Severity of impairment was also 
measured and the level of social support, where carers were asked to estimate the 
frequency of social support from formal and informal sources. Formal supports were 
the frequency of services provided by statutory agencies and paid helpers. Informal 
supports involved how often carers had contact with family and friends, and what 
assistance they received fi'om them.
The quality of the prior relationship between the carer and the care-recipient was 
estimated by asking carers to respond to a 10-point scale with choice points ranging 
from l=poor to 10 = excellent. The current state of the relationship was not assessed. 
Finally, carers who had placed their husband or wife in care were asked a series of 
questions about what had led up to their decision. Zarit et al found that the quality of 
the past relationship and the frequency of behaviour problems were significantly 
associated with burden in wives, but this did not appear to increase the likelihood of
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placing their husbands in care. The link between relationship quality, behaviour 
problems and perceived burden was not found for husbands caring for their wives.
At the two-year follow-up 11 patients were in nursing homes and 15 had died. Similar 
numbers of husbands and wives had been placed in homes. It was found that those 
caregivers that had placed their spouses in care had higher burden scores at the 
beginning of the longitudinal study than those carers who had not placed their spouse 
in care, but no gender differences emerged. Similarly, no differences between the 
groups were found in terms of amount of social support. However, a very small 
sample size makes these findings difficult to generalise, and may have masked some 
of the differences present.
Interestingly, Zarit et al found that gender differences between initial interview and 
the 2-year follow-up decreased or disappeared. Women’s burden scores decreased 
over time, particularly in women with a high burden score at initial interview, who 
subsequently institutionalised their husbands. Men and women both reported 
significantly more tolerance for memory and behaviour problems at the second 
interview. In the group of carers who had placed their spouses however, it is difficult 
to predict whether tolerance was higher since the placement of their husband or wife, 
or at the point of the decision to admit their spouse into care. Other researchers have 
reported similar findings (Brown, Potter and Foster, 1990; Morycz, 1985). Further 
studies will be required to investigate any meaningful differences in tolerance.
These studies suggest that there are gender differences between carers. Female carers 
appear to be experience more health problems and subjective burden than males. The 
frequency of behaviour problems of the spouse and previous marital quality before 
illness influence perceived burden women, whilst men tend to report that practical 
tasks add to the burden of caring. These gender differences have been found to 
diminish as the caring career continues.
Overall, research suggests that gender, age, history of relationship and health 
problems are vulnerability variables which increase a carer's risk for burden in 
response to caregiving.
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PROTECTIVE FACTORS IN CARING 
Psychological and Resource Factors
4. The role of Social support
Caregiver research has identified relationships between social resources and burden, 
backing up findings in stress research that social supports offset distress levels (Leavy,
1983). It has been found that social support with the caring role (Morycz, 1985), 
frequency of contact (Zarit et al, 1980), and the presence of extended family (Pratt et 
al, 1985) have been associated with lower levels of distress and perceived carer 
burden. Social support has also been found to have an effect on physical health. 
Uchino, Kiecolt-Glaser and Cacioppo (1992) found that carers of Alzheimer Disease 
sufferers who have high levels of social support show different patterns of heart 
reactivity and blood pressure than carers with low levels of social support. Kiecolt- 
Glaser et al (1991) also found that spousal caregivers of dementia sufferers who 
reported low levels of social support at the beginning of a longitudinal study were 
likely to show poorer immune function at 1-year follow-up. Redinbaugh, MacCallum 
and Kiecolt-Glaser (1995) have found that caregivers at risk for recurrent depression 
over a 3-year period were those who had persistent deficits in social support, 
experienced more negative life events and had higher perceived stress scores. 
Similarly, Lowenthal et al (1967) found that placement of a loved one was associated 
with a breakdown of the family support system, and was imrelated to the impairment 
of the care-recipient. They also found that patients who remained in the community 
often had as many impairments as those who were placed. This finding has been 
supported in other studies of carers of dementia sufferers in the community.
Vitaliano et al (1991) found that caregivers with higher quantities and perceived 
quality of social support were less burdened than carers with low levels of support. 
They also found that carers who cared for a more impaired care recipient were at 
greater risk of subsequent burden than other caregivers. Vulnerable caregivers without 
social support resources however, were at even greater risk for future stress or burden 
than vulnerable caregivers with  resources.
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Coping strategies have also been found to lower stress levels (Pratt, Wright and 
Schmall, 1987). Having confidence in one’s ability to problem-solve, reframing and 
seeking spiritual support are coping processes related to lower scores of burden. In 
contrast, Stephens, Kinney, Norris, Ritchie and Grotz (1988) found greater depression 
and more inter-personal conflict amongst carers using escape-avoidance coping 
strategies which cause the carer to be passive in response to the stress of caring.
In summary, research suggests that social support, coping processes and belief 
systems (such as optimism versus pessimism) may decrease the risk of burden in 
caregiving, therefore acting as protective factors.
5. The Quality of the Relationship
Some studies have looked at the influence of the quality of the relationship between 
the carer and the care-recipient. Relationship issues are assumed to be important in the 
carers’ perception of burden because the nature of care often involves helping the 
care-recipient with intimate tasks such as washing, dressing and toiletting. The quality 
of communication and co-operation between the carer and care-recipient would be ^  
expected to influence the ease of carrying out these tasks, and the carers’ commitment 
to the care-recipient overall.
0-
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Increased burden has been associated Wth negative effects on interpersonal 
relationships with the care recipient, family and friends (Poulshock and Deimling,
1984). Kinney and Stephens (1989) also found that increased carer stress was 
associated with negative interpersonal relations. Neither of these studies looked at the 
subjective quality of the relationship before caring began however, so it is unclear 
whether quality had always been poor, or how much it had deteriorated since caring 
began.
Cohen, Gold, Shulman, Wortly, McDonald and Wargon (1993) looked at the reasons 
for carers’ placing their loved oA n care. They found that a poorer quality of 
relationship to the dependent was found to be significant in predicting the decision to 
proceed with placement.
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One study attempted to look at the way in which the quality of relationships change 
when a relative enters long-term care. In her study on the consequences of family 
caregivers after a loved on has been placed in care, Wright (1998) found that the 
relationship between the cared-for parent and a child-carer improved following 
admission to a home, but this was not the case for spouses. None of the spouses felt 
their relationship w ith  their partners had improved since admission, in contrast m th 
child-carers who felt their relationship with their parent had stayed the same or 
improved. Some spouses thought their relationship had remained good despite 
admission, but the majority reported some deterioration in relationship quality, or one 
that had been poor before admission and remained poor after admission.
THE PROCESS OF ADJUSTMENT TO CARING
In order to understand how burden affects carers over time it is useful to look at some 
of the current thinking on the causes of stress in the caring situation and carers’ 
responses to these factors. The literature suggests two main hypotheses of adaptation, 
explaining how carers change in response to the chronic stresses of caring.
The “wear-and-tear” hypothesis suggests that there will be progressive deterioration in 
caregivers’ functioning as a degenerative disease such as dementia progresses 
(Townsend, Noelker, Deimling and Bass, 1989). In contrast, the adaptation h>q)othesis 
suggests that caregivers will eventually adapt to the demands of caring and will either 
stabilise or improve (Townsend et al, 1989). Some longitudinal studies demonstrating 
stabilisation in caregivers levels of depressive symptomatology lend support to the 
adaptation hypothesis (Townsend et al, 1989; Schulz et al, 1991). These will now be 
discussed.
Adapting to the Caring Role
Much research into the characteristics of carers and how they cope has focussed on 
cross-sectional studies, which rely on asking carers to report on their physical and 
mental health at a particular point in time (eg. Pruchno and Potashnik, 1989;
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Lamence, Tennstedt and Almy, 1997; Clipp and George, 1993). A greater 
understanding of the process of adjustment to caring however can only be gained by 
following carers through their caring careers, and comparing patterns of adaptation in 
individuals. Several longitudinal studies have attempted to do this, although two years 
tends to be the maximum follow-up period, a time which is still relatively short in the 
career of a carer caring for a dementia sufferer, who may frequently care for an 
average of five years (Cohen et al, 1993).
Rabins, Fitting, Eastham and Zabora (1990) carried out a 2-year longitudinal study 
with caregivers of chronically ill elderly people to ascertain whether carers progress 
through specific stages in emotional adaptation to caring in a similar way to the stages 
of grief, as outlined by Parkes (1970). They compared 32 carers of sufferers with 
Alzheimer’s Disease with 40 carers of patients with recurrent cancer of the lung, 
breast, colon or ovary. All participants completed a questionnaire collecting 
sociodemographic data and exploring social network quality and quantity. They also 
completed the General health Questionnaire (GHQ) (Goldberg and Hillier, 1979), 
which measures emotional disorders, the Derogatis Affect Balance Scale (ABS) 
(Derogatis, 1975), measuring positive and negative affect, the Grief Experience 
Inventory (Sanders, 1982), measuring denial; the Neuroticism Extraversion Openness 
Questionnaire (NEC) (McRae and Costa, 1983), measuring personality and the Family 
Adaptability and Cohesion Evaluation Scale (FACES-II) (Olsen et al, 1983), which 
measures family cohesiveness. All participants were interviewed using these tools 
three times over a two-year period.
Results found that both groups of carers were similar at each time period, although 
dementia carers had higher levels of guilt at the beginning of the study than cancer 
carers. Anxiety and negative affect balance scores declined significantly across the 
three time periods, and anger declined among dementia care-givers. Rabins et al 
hypothesised that guilt would increase after placing a relative in a care home, so guilt 
scores were examined before and after placement in nine caregivers whose family 
member was institutionalised during the study. When they were compared to carers 
still caring for their loved one at home it was found that those whose relative had been 
placed in a home had a significant decrease in guilt after placement. Guilt remained
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unchanged in carers who had not placed their relative in care between the interview 
periods, and in those caring for cancer-sufferers who died within the 2-year study.
Rabins et al concluded that carers do show emotional adaptation over time, ^
Ç ^  0
characterised by decreasing levels of anger and anxiety, but persisting guilt and J
depression in those still caring. There were no discrete stages of adj ustment which 
carers went through, as defined by Parkes (1970) in the stages of bereavement.
However, Rabins et al suggested that adjustment to caring is a process nonetheless, 
influenced by accumulated experience and gradual acceptance of caring over time.
This study used a small sample size that had been carefully selected (from clinic 
attenders at a university hospital), so findings cannot be easily generalised, but it does 
suggest that adaptive mechanisms do exist in carers of chronically ill elderly people.
These findings are comparable with other studies of caregiver characteristics and 
coping, for example, Gilleard, Belford and Gilleard, 1984; Morycz, 1985 and Colerick 
and George, 1986. This study and the others cited here all lend strong support to the 
adaptation hypothesis.
Adjustment to Caring After Admission into Long-Term Care
Few studies have investigated how carers adjust when their relative enters residential 
care, as research often stops at the point of institutionalisation. Very little is known 
about the effects of the placement on the life of the carer after it has happened. Do 
carers return to the life they had before caring began, or is adjustment to a freer life as 
difficult as adjusting to the caring role in the first place? One recent study which 
touches on these aspects was carried out from a social work perspective. Wright 
(1998) looked at the consequences for 61 family caregivers (34 adult children and 27 
spouses) following an older person’s admission into a care home during the past four 
years (1993-1997). Qualitative interviews were conducted with participants and 
financial information was collected using a structured questionnaire. The study 
focused more on the financial aspects for family members and their involvement in 
care-giving activities in the residential home. Wright discovered that many carers 
found the process of looking for a care home intimidating and wanted more help and 
advice through the experience. The large financial implications in this U.K. study 
were often not fully understood by the carers themselves until their care-recipient had
been admitted into a home, and financial hardship was a big problem for spouse carers 
in particular.
Many spouses visited up to five times a week, compared to sons and daughters 
visiting weekly on average. Few spouses took their partner out of the home, mainly 
because of the high level of their partner's dependency and lack of transport. Child- 
carers were able and did take their parents out because of being able to drive and 
having a car. Privacy was hard to achieve because bedrooms were not always suitable 
venues or were communal, although some carers welcomed meetings in the residents’ 
lounge because there were other residents and carers to talk to. Few carers were 
invited to eat with their partner at the home, although many spouses would have 
welcomed such an opportunity^ Although most carers expressed satisfaction with the 
care home as a whole, over half found fault with some aspect of care.
This study highlights some interesting issues with adjusting to life after a relative has 
been admitted into care. Difficulties in maintaining a good quality of relationship for 
spouses are apparent, and social support for the carer from the residential home is 
lacking. There are still many questions pertaining to the adjustment of spouse-carers 
which remain unanswered. Little is known about how individual differences influence 
adjustment after placement. Infonnation about why the decision to admit was made, 
and the quality of the decision-making process could add to the understanding of 
successful adjustment after placement in this field.
WHERE DOES THE CARING ROLE END?
Earlier in this review the process of caring was described as a career, since many 
carers embark on this role gradually and have to learn the skills involved in caring on 
a self-study basis (ie. as they go along). Careers have a beginning, a middle and an 
end, and caring for a loved one follows a similar path. Research assumes that carers 
begin caring through loyalty or duty to a family member. They may feel forced to 
accept the role or they may accept it gladly. Much research focuses on the middle part 
of the caring career, and how carers cope with the daily aspects of caring. All the 
studies available are useful in predicting how carers cope whilst they are actively
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caring for an elderly person. To date, none have looked at how carers adjust to daily 
life after their loved one has been admitted to long-term care. It is important however, 
to consider the end of the role in full-time caring, and how this happens, whether 
through the death of the care-recipient or through the decision to place a family 
member in residential care. Some studies have looked at aspects involved in the 
decision to stop caring, and those will now be reviewed.
The Decision to Stop Caring
Individual differences need to be studied between carers, and between carers and care 
recipients, when identifying the main reason for carers deciding to end their full-time 
caring role. It is often assumed that the burden of the carer is the deciding factor in 
ceasing to care.
In their 2-year follow-up study, Zarit et al (1986) found that carers were more likely to 
place their spouse in care when they have particular behavioural deficits which the 
carer has difficulty tolerating. These behaviours vary for different carers, thus, not all 
carers find the same behaviour troublesome. The variability in carers’ reactions needs 
to be accounted for when planning interventions to help carers cope with caregiving 
(Zarit et al, 1985). They also found that carers’ appear to gain increased tolerance to 
problem behaviours as the disease progresses. This may be due to better daily routines 
being established to cope more effectively with the stresses of caring, or that some 
behaviour problems resolve themselves with the deterioration the disease brings, such 
as reduced wandering because of the onset of poor mobility.
Zarit et al (1986) found that social support was not a deciding factor in the decision to 
institutionalise a spouse, but after the placement decision had been carried out, wives 
reported minimal subjective support. The possibility that carers may therefore remain 
isolated and lonely after placement has many implications for a spouse-carers 
adjustment back into normal life. Predictors of adjustment after placement in care and 
whether a caring “career” ends with placement of the care-recipient merits further 
study, as there are many service implications for carers which may rest on such 
findings.
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Other studies investigating the reasons for institutionalising a loved one found that 
carers who are younger, still employed and caring for more than one dependent are 
more likely to place the care-recipient (Colerick and George, 1986). Similarly, carers 
who do not enjoy the caring role are more likely to institutionalise (Pruchno, Michael 
and Potashnik, 1990). Levin, Sinclair and Gorbach (1986) found home help decreased 
rates of institutionalisation in male carers only, although this finding may reflect a 
tendency to offer more services to male than female carers. Colerick and George 
(1986) report a higher rate of placement when the carer is in contact with statutory 
support services such as day care and respite services.
Cohen, Gold, Shulman, Wortley, McDonald and Wargon (1993) carried out a 
longitudinal study over 18-months with 196 carer- care-receiver dyads of individuals 
suffering from dementia (spouse-carers and adult child-carers of elderly parents). 
Their method was similar to that of Zarit et als’ (1986) study, but they also measured 
Activities of Daily Living (ADL) as an indicator of the level of functioning of the 
dependent, the number and type of community services received and the carers’ 
quality of recreational time and social life. Their psychological and physical health 
was measured using the General Health Questionnaire (GHQ) (Goldberg, 1978), and 
indicators of burden, behaviour problems of the dependent and the quality of the prior 
relationship between the carer and the care-receiver was measured. (The quality of the 
relationship at the point of placement was not measured).
At the 18-month follow-up 37 carers out of the initial sample of 196 were still 
available to participate. After 18 months, 24 of the 37 carers had placed their 
dependants in care. Results showed that carers who had placed their dependants used 
community services more often, reported less enjoyment of the caregiving role, had 
higher levels of burden and reported worse overall health as measured by the GHQ. 
Dependants were reported as having more memoiy^ and behaviour problems, but no 
sex differences in those carers who placed their dependants in care at the 18-month 
follow-up emerged. Cohen et al found that spouses tended to opt for community care 
even under difficult circumstances, but they were not always able to sustain this. They 
may choose community- care because of the nature of their relationship, but they may
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not be able to sustain the caring role because of their own health and age. This makes 
spouses an extremely valuable but wlnerable subgroup of caregivers due to their 
susceptibilily to unrealistic expectations of themselves and coping with their own 
frailties. Social support was found to be a helpful factor in the early and middle stages 
of caring, but if tro ubling behaviours such as aggression are present, the latter will 
determine the decision to place a dependant.
Cohen et al concluded that it may not always be desirable for care services to 
encourage carers to delay placement. For vulnerable carers such as spouses, who show 
a tendency to delay institutionalisation, they may need constructive help in the 
decision-making process.
SUMMARY
The literature highlights several aspects that predict burden in caring for an elderly 
person with an organic degenerative disease. The severity of a care-recipients’ illness 
is not a major predictor of burden in itself, but those care-recipients with poor self- 
care skills and incontinence have been found to be placed in care more frequently, 
particularly when the relationship between the carer and care-receiver is poor.
Gender differences are apparent between male and female carers. Female carers are 
more susceptible to developing psychological problems such as depression and 
anxiety in the early and middle stages of their caring “careers”. They are also more 
likely to experience difficulties accepting their husbands’ dependency. In contrast, 
male carers are more likely to experience problems associated with the practicalities 
of caring, and in coping with their wives’ inability to communicate. Both of these 
differences however, appear to diminish or disappear as caring continues over time, as 
both male and female carers develop more coping strategies. These findings strongly 
support the “adaptation” hypothesis.
Social support has been found to have a mediating effect on the burden of caring, with 
high levels of support protecting the carer from depression, and helping them to cope 
with the severity of illness of their spouse. Low levels of support have been linked to 
placement of the care-recipient. The quality of the relationship between the carer and
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care-recipient is a major predictor of burden, with poor relationships increasing carer 
stress and the likelihood of placing a spouse into care. Once placement has occurred, it 
seems that poor relationships remain poor and good relationships are maintained or 
deteriorate.
Despite these findings little is known about the full extent of the caring “career”, 
whether it ends at the placement of a spouse, and how carers adjust to life after when 
full-time caring ceases. An important aspect which has been omitted from research in 
this field is the quality of the decision making process, when carers reach the stage of 
considering long-term care for their spouse, and its impact on the adjustment of carers 
to life once their spouses are admitted into long-term care.
AIMS OF THE CURRENT STUDY
This study aims to investigate the emotional and physical adjustment of spouse-carers 
after a loved one has been placed in care, using the predictors of burden identified in 
the literature to examine any changes which occur in carers after their spouses’ 
admission. The qual% of the decision- making process will be explored in relation to 
adjustment, and comprehensive relationship measures will be taken to provide more 
information about the role that quality of relationship plays in adjustment after 
placement. The findings of this study will have implications for designing future 
support services to help carers cope with adjustment after full-time caring ends. This 
study is exploratory in nature, because of the lack of research in this specific area, and 
the lack of comprehensive theories. Hypotheses are therefore tentative, based on the 
phenomenological knowledge of the adjustment of carers to the caring role.
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HYPOTHESES OF THE STUDY
1. Carers whose spouses enter long-tenn care after a period of being cared for at 
home will adjust better emotionally and physically if they perceive the admission 
process as a positive experience.
2. The quality of the relationship within the marriage prior to admission will have an 
influence on the adjustment of the carer to life after admission.
3. The severity of the spouses’ illness prior to admission will have a negative impact 
on the carers’ state of mental health.
4. No sex differences will be found.
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METHOD
Design
This study was part longitudinal and part cross-sectional. It uses a within and between 
subjects design. Data was collected using face-to-face interviews with participants, 
usually in their own homes, and lasting an average of two hours duration.
Participants
There were 31 participants in total. 16 females and 15 males. One female was 
excluded after agreeing to an interview, but was then admitted to hospital long-term 
before the interview had taken place.
To be included in the study, all participants had to be the main carers of husbands or 
wives with degenerative organic diseases (dementia, Parkinsons’ Disease, Korsakovs’ 
Syndrome). At some point within the last twelve months their spouse had to have 
been admitted into long-term care, (either hospitalised or admitted into a residential or 
nursing home). Originally, spouses had to have been admitted into care within three 
months, for their carers to be eligible for inclusion in the study. This was in order to 
elicit carers’ judgements of adjustment soon after admission. The criteria were 
extended to twelve months after admission because of recruitment difficulties. All 
care recipients had to be alive at the time of interview. This enabled the adjustment to 
a spouse entering care to be studied, without bereavement reactions confomiding the 
process.
Throughout the study, the tenn “carer” will refer to the husband or wife who has cared 
for their partner at home during their partner’s degenerative illness, until the latter was 
admitted into long-term care. The term “spouse” will refer to the husband or wife of 
the carer, who is the care-recipient, suffering from a degenerative disorder.
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Recruitment of Participants 
Phase 1.
The recruitment of participants began in April 1998. The Chairperson of the local 
Assessments Panel for Residential Placements in Kingston was approached for help in 
this matter. The Panel consists of professionals from social services and the health 
service who consider applications for residential places in accommodation funded by 
local authorities, social services and national health service. All applicants suffer from 
organic degenerative diseases, mainly dementia. Many have previously been living at 
home on their own and reach a point where they can no longer cope by themselves, or 
individuals who have been to hospital and are unable to return to a fully independent 
life again.
The Chair of the Panel agreed to send the information letter and the reply slip to carers 
of spouses suffering from degenerative diseases, where the spouse had been admitted 
into care within the past three months. The Patient Information Letter emphasised the 
therapeutic nature of the interview, which was designed to ask participants about their 
experiences of making the decision to admit their spouse into long term care, the 
process of making and carrying through the decision, and the effect upon their 
marriage of the move into residential care. It then explained that participants would 
be contacted six months later for another interview to explore their adjustment to life 
without their spouse living at home. The Chair also offered to look back at previous 
records over the past six months.
Ethical Approval from the Ethics Committee
When a potential source for recruitment had been identified an application was made 
to the Kingston and Richmond Health Authority for ethical approval of the study (see 
appendix I). In July 1998 final approval was given by the Committee with the proviso 
that participant’s General Practitioner should be informed of their participation in the 
study, with the individuals’ approval. In practice many participants did not approve of 
their GP knowing about their participation as they felt it did not concern their doctor. 
Three participants were referred on for further psychological help after the interview 
however, and GP’s were informed in these cases. All three participants were suffering 
from depression.
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Recruitment: Phase 2
By September 1998 the Admissions Panel had been unable to supply any potential 
participants. They found that many spouses were going into care because their carer 
had died, so adult children or nieces and nephews were the main carers.
The researcher was concerned at this stage because the six- month follow-up meant 
that the study had a tight time schedule. A process of seeking alternative recruitment 
strategies therefore began. A new Patient Information Letter (see appendix 2) was 
designed that could be sent out from a variety of sources. Local residential and 
nursing homes were contacted and asked if they had admitted new individuals within 
the past three months with a husband or wife as the main carer. Many had not, one 
home refused to approach the carers in question and others had spouse carers but their 
loved ones had been admitted over three months ago. Other residential homes said 
they had one or two potential participants and agreed to contact them, but low 
response rates emerged from this.
Recruitment: Phase 3
Local newspapers were contacted and the study was explained to the editors. The 
researcher asked whether it would be possible to print something asking interested 
participants to come forward. The researcher was advised to write a letter outlining the 
study and its criteria to the “Letters to the Editor” column. Letters were therefore sent 
out to six local newspapers covering a wide geographical area, from Kingston-Upon- 
Thames to Esher and Molesey, Walton-on-Thames, Cobham, Woking and Camberley. 
Participants were invited to reply if their spouse had been admitted up to six months 
ago. Nine replies were received over an eight- week period. Five were excluded 
because their spouse had in fact died, but the carers expressed a lot of interest in the 
study and welcomed an opportunity to talk about their experiences over the telephone. 
The remaining four respondents were sent the information letter, replied, and 
interviews were arranged.
In the meantime voluntary agencies providing support services to carers were also 
contacted for help. These included local branches of Crossroads, the Carer Support 
Network, local branches of the Alzheimers’ Disease Society. Other local social
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services around Surrey, offering specialised services to older adults were also 
contacted. Many were very helpful and agreed to send out some letters to potential 
participants. Others who ran support groups agreed to give information out at 
meetings to their members, and those who ran services through the use of helplines 
(such as the Relatives Association and the Alzheimer’s Disease Society), agreed to 
print articles in their newsletters about the study.
A Directory of Care Homes in Surrey had also been given to the researcher, so 
individual homes also continued to be contacted. Unfortunately, by the beginning of 
January 1999, six months of intensive recruitment had yielded only nine completed 
interviews. More replies had been received (six others), but had to be excluded 
because the spouse had died (2), respondents did not wish to participate (3) and one 
carers’ husband had been in care for two years already. Consequently it was decided 
that the criteria should be relaxed to be more inclusive. The period of time since 
admission was extended to twelve months, since many potential participants had been 
excluded because their spouses had been admitted into care within the last year. 
Spouses in residential care still had to be alive at the time of interview. Due to time 
limitations, only participants interviewed before the end of January 1999 would be 
invited back for the six-month follow-up interview.
Recruitment: Phase 4
The relaxation in criteria proved helpful. A day centre was contacted again after 
previously being unable to help. They were able to supply a list of twenty spouse 
carers fitting the criteria. Community Psychiatric Nurses within the Trust were also 
able to suggest more carers who may be interested, and a local contact whose relative 
worked in several different care homes was able to influence such homes to help with 
participants. The post of Elderly Liason Officer for the Elderly had also been 
appointed within the Trust and the Officer was able to help. By the end of June 1999, 
31 participants had been recruited, 30 had been interviewed and ten participants had 
completed a six-month follow-up interview.
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MEASURES
All measures can be seen in Appendix 3.
SEMI-STRUCTURED INTERVIEW SCHEDULE (QUESTIONNAIRE D
The researcher designed an interview schedule for the study as no other tool was 
available which collected the information necessary to investigate the aspects explored 
in this project. The interview was designed on the basis of existing literature, clinical 
experience and other tools used in the general area of research into carer issues.
The questionnaire was designed to be as easy to evaluate as possible, using a 
combination of 5-point Likert scales, to elicit subjective opinions on aspects relevant 
to the adjustment process; “Yes/No” responses, items to be ranked with satisfaction 
ratings elicited as percentages, and some open-ended questions. Eventually four main 
themes emerged which became four discrete sections of the questionnaire. These 
were:
1. “Demographics”
This section asked for standard information such as date of birth and address, and if 
the carer had moved within three years, why this had happened. Occupations of both 
spouses gave a measure of socioeconomic factors. The rest of section one assessed the 
experiences of caring for a spouse at home, for example how many hours they spent 
caring per day before admission and whether they were disturbed at night. Carers were 
also asked to list the most difficult aspects of caring by identifying a maximum of 
three aspects and assigning a rating from a scale of 1-5 of how hard that aspect was to 
cope with. The scale was designed from “1= very easy”, “2=quite easy”, “3= OK”, 
“4=fairly difficult” and “5= extremely difficult”. In this way the researcher was able 
to collect infonnation which could be compared against other individual’s 
experiences, but which also allowed for carer’s personal opinions to be recorded.
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2. “Decision Process”
This section explored the process that the carer went through in deciding whether their 
spouse should enter long term care. The researcher was interested in issues of how 
much control the carer felt they had in making this decision and what opportimities 
they had to discuss aspects of the decision with other key people in their lives, 
including family, friends and relatives. They were also asked whether they were 
encouraged to discuss the decision with their spouses. Carers were then asked to rate 
how much they felt their spouse had understood the decision to admit them into long- 
tenn care, on a 5- point Likert scale where “1= no understanding”, “2= poor 
understanding”, “3= some understanding”, “4= a fair amount of understanding” and 
“5= good understanding”. Carers were also asked to rate how they perceived their 
spouse’s acceptance of the decision, using a similar 5-point Likert scale, but where 
“1= no acceptance” and “5= total acceptance”. The date of admission was also 
recorded for follow-up purposes.
3, “Process of Admission”
This section was a mixture of basic infonnation and experiential factors about the 
carers’ feelings when their husband or wife first entered a home. Participants were 
asked whether they were made to feel welcome in the home by staff, and how much 
information they had about the accommodation. Carers were asked how easy it was to 
discuss any worries with the staff and whether they currently had any concerns about 
the quality of their spouses care. Questions were then asked about how well the carer 
felt they had coped with the impending move, and were asked to rate the strength of 
their emotions given a list of different emotions, as a resul t of Rosenthal and Dawsons 
(1991) findings. Aspects of coping through the admission process were explored, and 
carers were asked how daily life had changed since admission. Carers were asked to 
rate their satisfaction of the way in which their spouse was admitted into the care 
home on a 5-point Likert scale. This was rated from “1= extremely dissatisfied”, “2= 
dissatisfied”, “3= neutral”, “4= satisfied” and “5= extremely satisfied”. Carers were 
also asked to rate their satisfaction with the quality of care their spouse was currently 
receiving in the care home on an identical 5-point Likert scale with the same coding 
where ‘T=extremely dissatisfied” to “5= extremely satisfied”. Finally, carers were 
asked to rate how positive the decision to admit their spouse had been for the carer
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overall on another 5-point Likert scale where “1= extremely negative”, “2= quite 
negative”, “3= don’t know”, “4= quite positive” and “5= extremely positive”.
4. “Marital Relationship”
This section explored the quality' of the carers’ marital relationship before their spouse 
became ill, how the illness changed it, and where they receive emotional and social 
support from now. Carers were also asked to identify five aspects of their 
relationships, which were important to them five years ago. Each aspect was placed 
into one of six broad categories, “communication”, “physical contact”, “friendship”, 
“practical help”, “decision making” and “other”. Carers were asked to rank the aspects 
in tenns of importance in their relationship, where 1= most important and 5= least 
important. They were then asked to assign a percentage indicating how satisfied they 
were with this aspect in their marriage five years ago. For example, a carer may 
decide that “being able to talk to partner” was most important to them in their 
relationship. This would be placed in the “communication” category, and a rank of 
“1” assigned to it. They may have felt very satisfied with the quality of this 
communication five years ago, so they give a percentage of 90% for this aspect. This 
item was replicated in the 6-month follow-up interview to provide a measure of how 
the quality of the relationship had changed, prior to a spouses’ illness or deterioration, 
compared to six months after being admitted into care.
At the end of the “marital relationship” section, carers were asked to rate how well 
they felt they had come to terms with their spouse going into care on a 5-point Likert 
scale. This was rated from “1= not at all well”, “2=not well”, “3= not sure”, “4=quite 
well” and “5= very well”.
These items and others devised in other sections were based on the findings of similar 
studies relating to aspects of caring and relationships. For example Zarit, Todd and 
Zarit (1986), Lyons, Sullivan, Ritvo and Coyne (1991), Marziali (1987) and Morris, 
Woods, Davies and Morris (1991). A response sheet was devised for all items with 
Likert scales which was handed to participants as required during the interview.
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BARTHEL INDEX (Mahoney and Barthel, 1965)
The Barthel Index was used to enable carers to rate the functioning of their spouse just 
before admission into longer-term care. This gave an indication of the level of 
physical burden a carer had to cope with whilst caring full time.
The Barthel Index is a standardised checklist of items designed to assess the 
functioning of people with disabilities in Activities for Daily Living (ADL). It has 
been widely used across age groups, mainly as a tool for Occupational Therapists. It 
records a respondent’s subjective opinion about an individuals’ physical abilities such 
as bladder and bowel control, self-care skills such as dressing, washing and feeding, 
and mobility. Ten items are rated on a three or four-point scale, ranging from being 
independent for that skill, needing some help to being dependent on help.
It has been widely used in many studies of older people (aged 65 and over), such as 
Williams, Weinberger, Harris, Clark and Biller (1999), Asada, Kariya and Kinoshita 
et al (1996) and Proctor, Bums, Powell, and Tarder et al (1999). The Barthel Index 
has good internal consistency between items, with an alpha coefficient of 0.79.
THE HOSPITAL ANXIETY AND DEPRESSION SCALE (HADl (Zigmond and 
Snaith, 1983)
The Hospital Anxiety and Depression Scale was used as it is easy to administer, brief, 
clearly written and easy to understand. It was used to gain a measure of mental well­
being / adjustment, or lack of it.
The HAD is a self-report scale which assesses states of anxiety and depression in out­
patient populations and both sub scales are valid measures of severity of emotional 
disorder. The questionnaire consists of eight items measuring depression and eight 
measuring anxiety. Items for the depression sub-scale were based on the symptoms of 
unipolar depression which responds well to anti-depressant dmg treatment (Klein, 
1974), and is most useful for the clinician. Items from the anxiety subscale were 
chosen from the Present State Examination (Wing, Cooper and Sartorius, 1974) and 
other studies (Snaith et al, 1982) into the psychiatric manifestations of anxiet}' 
neurosis.
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The research was originally conducted on adults of both sexes between the ages of 16 
and 65 who suffered from a wide range of complaints and illnesses, but it has now 
been successfully used across older populations (eg. Kempen, Heuvelen and Van den 
Brink et al, 1996; and Bond, Gregson and Smith et al, 1998)
Good internal consistency was found on both scales using data from 50 interviewees 
(Zigmond and Snaith, 1983). Spearman correlations between the anxiety items on the 
HAD and psychiatrists subjective ratings of severity of interviewees anxiety, ranged 
from 0.76 to 0.41 . On the depression subscale the Spearman correlations ranged from
0.60 to 0.30 (Zigmond and Snaith, 1983).
The reliability of the two subscales indicating severity of depression and anxiety were 
determined using Spearman correlations between the subscale scores and the 
psychiatric ratings. For depression this was r = 0.70, and for anxiety r = 0.74. Good 
reliability on the sub-scale scores indicates that both can be used as measures of 
severity (Zigmond and Snaith, 1983).
THE GENERAL HEALTH QUESTIONNAIRE (GHOl (Goldberg and Williams, 
1991)
The GHQ-28 was used to provide further information about a respondents’ well-being 
and has been extensively used in research with older adults; for example Compton, 
Flanagan and Gregg (1997) and Cooney and Mortimer (1995).
The GHQ is a self-administered screening test designed to detect non-psychotic 
psychiatric disorders in a commun% setting. It is valid for use with adults of any age 
and can detect problems in daily functioning. It has good test - retest reliability. For 
example, Robinson and Price (1982) administered the GHQ-28 to 103 patients who 
had strokes eight months apart. The test-retest correlation was 0.90. However, the test 
can also be used to detect acute conditions. There are three versions of the Scale.
The GHQ-60 is the complete 60-item version;
The GHQ-30 is a shorter version with only items relevant to mental health included;
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And the GHQ-28 is a scaled version of 28 items that fall into four categories: somatic 
symptoms, anxiety and insomnia, social dysfunction and severe depression.
A shorter version, the GHQ-12 is also available, but is not comprehensive enough to 
use in this study.
The overall reliability of the sub-scales on the GHQ-28 are moderate to good, as seen 
in Table 1 below.
Table 1 The correlation coefficients between GHQ scale scores and independent 
clinical measures (Goldberg and Williams, 1991)
Clinician
Measures
A
“Somatic
Symptoms”
B
“Anxiety/
Insomnia”
C
“Social
Dysfunction”
D
“Severe
Depression”
Total Score 
(GHQ-28)
Somatic
symptoms 0 3 2 0 3 8 0 3 3 (121 0 3 2
Anxiety, 
worry, anxious 0 .47 0 .70 0A 3 0 3 1 (167
Despondency,
depressed 0.49 0.71 0 .54 0 3 6 0.73
Psychiatrist’s
severity 0 3 5 0 3 5 0 3 6 0 3 1 0.76
THE GQLQMBQK RUST INVENTORY OF MARITAL STATE (GRIMS) 
(Rust, Bennun, Crowe and Golombok 1988)
The GRIMS questiomiaire was used as a measure of the overall quality of the carer’s 
relationship with their spouse. The questionnaire was administered twice. Carers were 
asked to complete a questionnaire written in the past tense about their relationship five 
years ago, before their spouse became ill, or before their condition had greatly 
deteriorated. They were then asked to complete the original questionnaire written in
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the present tense, as it applied to their relationship now. Those participants involved in 
the longitudinal study were also asked to complete the questionnaire regarding their 
current relationship at the six-month follow-up.
The GRIMS is a 28-item questionnaire which assesses the quality of a relationship 
between a man and a woman who are married or living together. Items known to be 
important in a good relationship are used, which would then be expected to change 
when a couple experience relationship difficulties. Items cover areas of satisfaction, 
communication, shared interests, trust and respect. Each item is rated on a four-point 
scale from “strongly disagree” to “strongly agree”. The higher the score, the more 
severe the relationsliip problem.
The GRIMS was standardised using 78 GP patients and 80 couples being treated for 
relationship difficulties. The scale was found to indicate the existence and severity of 
relationship problems within the sample (Rust et al, 1988).
Reliability was assessed using split-half and alpha coefficients. Both procedures 
showed a high degree of internal consistency of the GRIMS items (n=360; 
coefficients ranged from 0.81 to 0.94) (Rust et al, 1988).
Content and face validity were assessed by diagnostic and empirical methods and 
foimd to be high. Diagnostic validity was determined by relating therapist’s ratings 
with GRIMS scores. A statistically significant degree of agreement was obtained.
Empirical validity was obtained by administering the GRIMS to 24 couples who 
received marital therapy. Male and female scores reduced significantly following 
therapy, and the amount of improvement correlated highly significantly with therapist 
ratings of change (Rust et al, 1988).
6-MONTH FOLLOW-UP INTERVIEW SCHEDULE (QUESTIONNAIRE 2)
Like Questionnaire 1, Questionnaire 2 was designed for the current study, using the 
first Questionnaire as a template. It was designed to follow up the information
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collected in the first interview, to measure how life had changed for carers since their 
spouses had entered long-term care. It was divided into four similar sections.
1. Demographics
This section was very brief, recording name, address and date of birth of the carer for 
identification purposes.
2. Progress Since Admission
Carers were asked about the length of time since their spouses’ admission into care, 
whether their spouse had remained in the same home, and how they felt their spouse 
had changed during this time. They were asked about opportunities to discuss any 
worries about their spouses’ care with staff in the residential home, and how often 
they currently visited. Carers were asked a multiple-choice question about whether 
they felt the firequency of their visits were “too little”, “about right” or “too much”. 
Carers were also asked to rate their general mood on a 5-point Likert scale after 
visiting their spouse from “1= very sad”, “2= sad”, “3= neutral”, “4= content” and “5= 
very content”. The ability to talk in privacy and make decisions together were also 
measured with Yes/No items.
3. Home Life
Carers were asked how life had changed for them since the last interv iew. They were 
asked about any hobbies they had, social activities they participated in, and how often 
they socialised in a typical week. Information was also collected about who they 
received emotional support from and whether they had any practical help in dealing 
with household affairs.
Carers were then asked to give an overall rating of how well they felt they had 
adjusted to their spouse being in care. This was measured on a 5-point Likert scale 
where “1= not at all well”, “2= not well”, “3= not sure”, “4= quite well” and “5= very 
well”.
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4, Marital Relationship
This section asked carers to describe the quality of their relationship with their spouse 
since admission into care and any changes that had occurred. Similar to Questionnaire 
1, carers had to give 5 aspects which were important in their relationship at the present 
time, rank them in terms of importance, where “1= most important” and “5= least 
important”. They were then asked to assign a percentage for the amount of satisfaction 
they felt with each aspect in their relationship (see example given in Questionnaire 1 
under the same section).
Finally, carers were asked about opportunities for physical contact with their spouse, 
such as holding hands, cuddling or kissing; any concerns about this level of contact, 
and whether they wanted to change any aspect of their relationship at present.
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PROCEDURE
The procedure involved administering the semi-structured interview and the five 
standardised questionnaires to participants in the first interview, and administering the 
semi-structured interview and three standardised questionnaires to those who 
participated in a six- month follow-up interview.
The majority of interviews took place in carer’s homes. Four participants were 
interviewed in out-patient clinics.
Initial Interviews
Participants were initially shown a consent form and the purpose of the study was 
explained to them. It was made clear that they were under no obligation to answer 
questions they did not want to, and they could stop the interview at any time if they 
wished. The participant and the researcher then signed the form. A psychology 
assistant was also present to sign as a witness.
The interview began with the semi-structured interview schedule. The interviewer 
took detailed notes of the carer’s responses on each section of the schedule, and the 
interview was recorded on tape with the carer’s permission. Carers were encouraged 
to talk about their experiences of caring from the beginning, up to the time when the 
decision was taken to admit their spouse into residential care. This information was 
collected by taking the carer through the sections on the semi-structured interview 
schedule, starting with the “Demographics” section, moving on to the “Decision 
Process”, the “Process of Admission” and finally the “Marital Relationship” section. 
Carers were given time to give their answers in detail, and the inteivdewer was 
sensitive to any emotional material that was discussed. Many participants were 
extremely forthcoming, and said that this was the first time they had been able to talk 
through the whole process including the emotional trauma that went with the role of 
caring.
During the interview carers were asked to rate the strength of specified feelings (such 
as loneliness, anger, guilt, relief etc.) when their spouse was finally admitted into care.
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Many carers became upset at this point and found it one of the most difficult sections 
of the interview to cope with.
At the end of the semi-structured interview, which took an average of two hours to 
complete, the Barthel Index was administered by the interviewer. Carers were asked to 
look at each item on the Index and indicate the level of their spouses’ functioning just 
prior to being admitted into long-term care. Carers were then given the standardised 
questionnaires (the HAD, GHQ and the past and present versions of the GRIMS), 
together with a stamped addressed envelope, and asked to complete and return them in 
their own time. They were also given an opportunity to ask any questions about the 
aspects discussed during the interview.
All participants were extremely conscientious about the questionnaires and 25 
questionnaire-packages were returned within two weeks of the interview. The 
remaining five participants were contacted by telephone and reminded about the 
questionnaires. One participant had lost the package, so another one was sent and 
promptly returned. The researcher explained that carers were welcome to contact the 
psychology department if they felt they needed more support at any time, and three 
participants were referred on to their local departments for treatment for depression, 
with their agreement. The carers’ low mood had been picked up by the clinical 
psychologist during the interview, and they were subsequently asked if they would 
like some therapeutic help.
6-Month Follow-Up Interviews
Carers who were initially interviewed before the end of January 1999 were contacted 
six months after their first interview, and invited to participate in a 6-month follow-up 
interview. All 10 carers contacted agreed to participate, but 5 carers had to be 
interviewed by telephone in the evenings because the commitments of the carers made 
face-to-face interviews difficult to arrange.
Follow-up interviews with carers typically lasted one hour during face-to-face 
interviews and between 45 minutes to one hour during telephone interviews. The latter 
tended to be shorter because the conversation was more focussed on the interview
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schedule itself, and less on preliminary “general” conversation. Questionnaire 2 (the 
“follow-up” interview schedule) was slightly shorter than Questionnaire 1 (the initial 
inter\iew schedule).
Carers were taken through the four sections of Questionnaire 2 in turn. Brief 
demographic details were initially taken (the first “Demographics” section), then 
carers were asked about their spouses’ current physical and mental well-being in 
residential care (the second “Progress Since Admission” section). Carers were then 
asked about aspects of their own lives and how this had changed since their spouse’s 
admission (the third “Home Life” section). Finally carers were asked about the 
changes which had taken place within their marriage whilst their spouse had been in 
residential care (the fourth “Marital Relationship” section). Carers were given plenty 
of time to discuss their answers in detail.
Three standardised questionnaires (the HAD, GHQ and the “present” version of the 
GRIMS) were then given or sent to the carers for completion, with a stamped 
addressed envelope to return them. All carers returned the questionnaires within two 
weeks of receipt. No carers were referred on for psychological treatment as no major 
psychological problems were apparent at the time of interview. However, carers 
participating in the follow-up interview were given the telephone number of the 
interviewer’s Psychology Department and invited to contact the interviewer should 
they require any help in the future.
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RESULTS
This chapter will present the results of the study by highlighting the main 
characteristics of the sample in the initial interview. Results for each of the hypotheses 
will then be presented. Finally, key points from the follow-up interviews will be 
highlighted.
PA R T I
Demographics
30 carers participated in the study, 15 males and 15 females. The mean age was 75.5 
years (S.D. 9.09). The youngest carer was aged 47 years and the oldest 88 years. Male 
carers were significantly older than female carers, (t(df) = 2.59 (28), p < .05). Carers 
had lived at the same address for a mean of 29.1 years (s.d. 19.25), with a range of 1.5 
years to 72 years. Many spouses and their carers had worked for part or all of their 
lives, with occupations falling into a mean social class of 2 (s.d. 1.07 for carers and 
s.d. 1.15 for spouses.). Social class is measured on five levels according to occupation. 
Level 1 is assigned for professional occupations, level 2 for managerial occupations, 
level 3 for clerical, level 4 for semi-skilled and level 5 for manual occupations (eg. 
Factory and labouring work). This included females whose occupation was described 
as “housewife”. A summary of the demographic information can be seen in table 1. 
Table 1 Gender Differences in Demographics
Male Female Total Test-statistic
(df)
p-value
Gender
balance
15 15 30
Age
(years)mean
(s.d.)
79.4 (7.42) 71.5 (9.1) 75.5 (9.09) t = 2.59* 
(28)
.015
Years 
(mean) at 
current 
address 
(s.d.)
31.5(20.15) 26.7(18.68) 29.1 (19.25) t = 0 .677  
(28)
.504
Carers 
social class 
Mean (s.d.)
2.5(1.12) 2.2(1.20) 2(1.15) t = 0.626  
(28)
.537
T-test is significant at 0.05 level (2-tailed)
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FEATURES OF CARING
Table 2. summarises the practical aspects of caring described by the carers. 
Table 2. Aspects of Caring
Male Female Total Test
statistic (df)
p-value
Time since 
admission 
(months) 
mean (s.d.)
6.1 (3.39) 5.4(4.17) 5.8 (3.75) t = 0.528 
(28)
.602
Formal
diagnosis
received
N(%)
Yes
No
13 (86.7%) 
2 (13.3%)
12 (80.0%) 
3 (20.0%)
25 (83.3%) 
5 (16.7%)
FI 1.000
Length of 
spouses 
illness 
(years) 
mean (s.d.)
6.4(4.13) 6.7 (3.54) 6.6 (3.78) t =0.157 
(28)
.877
Length 
cared for 
(years) 
mean (s.d.)
4.7 (3.68) 6.9 (9.95) 5.8(7.13) t = 0.856 
(28)
.399
Hours per 
day spent 
caring mean 
(s.d.)
21.8 (6.05) 22.9(4.13) 22.4(5.12) t =0.599 
(28)
.554
Sleep
disturbed at 
night N (%)
Yes
No
10 (66.7%) 
5 (33.3%)
14 (93.3%) 
1 (6.6%)
24 (80%) 
6(20%)
FI .169
sleep per 
night 
(hours) 
mean (s.d.)
5.5 (1.77) 4.9 (1.55) 5.2 (1.67) t =1.098 
(28)
.282
Barthel 
Index 
(score) 
mean (s.d.)
9.1 (5.60) 9.6 (4.08) 9.4 (4.82) t =0.261 
(28)
.796
Contact
with
community
services
N(%)
Yes
No
10 (66.6%) 
5 (33.3%)
15 (100%) 
0(0%)
25 (83.3%) 
5 (16.7%)
FI .042*
FI = Fischer’s Exact Test 
* significant at the 0.05 level (2-tailed)
The mean length of time Ifom the admission of the carers’ spouse to the time of 
interview was 5.8 months (s.d. 3.76), with a minimum of 1 month to a maximum of 12
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months. Carers were asked to recall if and how they received a formal diagnosis for 
the organic degenerative disease from which their husband or wife suffered, before 
their husband or wife entered long-term care. The majority of carers (73%, N=22) 
were given the diagnosis by a consultant or GP. A small proportion (16.7%, N=5) 
were given no formal diagnosis. Carer’s spouses had been ill for a mean duration of 
6.6 years (sd. 3.78) and carers had been looking after them for a mean of 5.8 years 
(sd.7.13). The role of caring was almost a 24-hour a day job (mean 22.4 hours, sd. 
5.12).
Mean scores for the total sample of spouses on the Barthel Index (9.4, sd. 4.82) 
indicated a high level of dependency on their carers for help with activities of daily 
living (norms: highly dependent = 0-9; moderately dependent = 10-19; 
independent = 20) (Mahoney and Barthel, 1965). Fortunately the majority of carers 
had help in caring from community services (83.3%, N=25).
Male and female carers were similar in all aspects of caring except their contact with 
support services, where women were significantly more likely to be in contact with 
services than men.
Table 3 shows the number of couples in the sample that received support from 
specified statutoiy services.
Table 3 Frequency of Carers In Contact with Specialist Services
Service Provided No. couples receiving 
service
Percent of total sample
Day Care 24 80
Respite Care 18 60
Home Help 6 20
Meals on Wheels 1 3.3
Other Services 8 26.7
Those couples who received “other” services had a Commimity Psychiatric Nurse 
(CPN) who visited, or Twilight Nurses, shortly before their spouse was admitted into 
care.
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Carers were asked to list a maximum of three aspects of caring th at they found m ost 
difficult to cope with during their time spent caring. They were asked to rate how 
difficult each aspect was to cope with on a scale of 1 to 5, where 1= very easy and 
5=extremely difficult. Nine behaviours were identified in total. Table 4 shows the 
number of carers who experienced difficulty with each behaviour.
Table 4 The behaviours exhibited hv spouses which were most difficult for 
carers to cope with whilst caring.
Behaviour No. of carers 
experiencing difficulty 
N(%)
Mean (sd) (median) 
rating
Incontinence 15 (50.0%) 4.4 (0.91) (5.0)
Shouting 12 (40.0%) 4.4 (0.79) (5.0)
Wandering 12 (40.0%) 3.9 (1.24) (4.5)
Bathing 11 (36.7%) 4.0 (0.89) (4.0)
Aggression 4 (13.3%) 4.3 (0.96) (4.5)
Dressing 4 (13.3%) 3.5(1.73) (4.0)
Feeding 1 (3.3%) 4.0 (0.0) (4.0)
It can be seen that incontinence was the aspect most frequently cited by carers (50%, 
N=15) as being the most difficult behaviour to cope with when caring for a spouse.
The Well-Being of Carers
Carers completed the Hospital Anxiety and Depression Scale (HADS) and the General 
Health Questionnaire (GHQ) to provide an indicator of their state of psychological 
and physical health at the time of interview. The results are summarised in table 5.
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Table 5 Psychological and Physical Well being of the Carers
Male Female Total Test-statistic
(df)
p-value
HAD
Anxiety mean 
(sd)
8.0 (4.79) 8.1 (3.86) 8.0 (4.28) t =.042 (28) .967
Depression 
mean (sd)
5.2(3.73) 5.9(4.17) 5.6 (3.90) t = 508 (28) .615
GHQ
Somatisation 
mean (sd)
4.9 (3.49) 7.0(4.10) 6.0 (3.89) t =1.485 (28) .149
Anxiety mean 
(sd)
6.5 (4.61) 7.0 (4.21) 6.8 (4.34) t = 289 (28) .774
Social 
dysfunction 
mean (sd)
8.8 (3.00) 8.3 (3.27) 8.5(3.10) t=.365(28) .718
Depression 
mean (sd)
4.0 (4.39) 2.07 (2.84) 2.9 (3.67) t=  1.385 (28) .178
Total mean 
(sd)
24.4 (13.49) 24.4(11.59) 24.4 (12.22) t = 003 (28) .997
The mean anxiety score for carers on the HADS (mean 8.0, sd. 4.28) is indicative of 
moderate levels of anxiety when compared to norms from a general adult population 
(scores between 0-7 = little or no anxiety, 8-10 = moderate anxiely, 11-21 = severe 
anxiety) (Zigmond and Snaith, 1983). The mean depression score for carers on the 
HADS (mean 5.6, sd. 3.90) is indicative of low levels of depression compared to the 
normal adult population (scores between 0-7 = little or no depression,
8-10 = moderate depression, 11-21 = severe depression) (Zigmond and Snaith, 1983). 
Scores on the GHQ sub-scales indicated relatively high levels of psychological and 
physical well-being within the sample. The mean score for carers on the somatisation 
sub-scale (mean 6.0, sd. 3.89) indicates low levels of somatisation, compared to norms 
for a general adult population (scores of 0-7 = low, 8-14 = moderate and 15-21 = 
severe levels on each sub-scale) ( Goldberg and Williams, 1991). Anxiety sub-scale 
means are also low in this sample (mean 6.8, sd. 4.34) and scores on the depression 
sub-scale (mean 2.9, sd. 3.67) indicate very low levels of depression within the 
sample. The social dysfunction sub-scale scores are higher than the other three sub­
scales (mean 8.5, sd. 3.10) indicating moderate levels of social dysfunction within the 
sample. The mean score (24.4, s.d. 12.22) for all four sub-scales on the GHQ indicates 
high levels of well-being overall (total scores of 0-28 = few or no psychological
125
problems, 29-56 = moderate psychological problems and 57- 84 = severe 
psychological problems) (Goldberg and Williams, 1991). There were no differences 
between men and women in their ratings of psychological or physical health.
Section 2 The Decision-Making Process
The main aspects involved in the decision-making process are summarised in table 6. 
Table 6 Aspects involved in the Decision Making Process
Male Female Total Test-
statistic
p-value
Made 
decision by 
myself N
f%)
Yes
no
8 (53.3%) 
7 (46.7%)
9 (60%) 
6(40%)
17 (56.7%) 
13 (43.3%)
FI 1.000
Had enough 
say N(%)
Yes
No
12 (80%) 
3 (20%)
13 (86.7%) 
2 (13.3%)
25 (83.3%) 
5 (16.7%)
FI 1.000
Had enough 
time N(%)
Yes
No
12 (80%) 
3(20%)
12 (80%) 
3 (20%)
24 (80%) 
6(20%)
FI 1.000
Admission 
what spouse 
wanted 
N(%)
Yes
No
5 (33.3%) 
10 (66.7%)
4 (26.7%) 
11 (73.3%)
9(30%) 
21 (70%)
FI 1.000
Level of 
understandi 
ng of
decision for
spouse
N(%)
Good
NeutraF
Poor
6(40%) 
9 (60%)
2 (13.3%) 
13 (86.7%)
8 (26.7%) 
22 (73.3%)
FI .215
Level of 
acceptance 
of care for 
spouse 
N(%)
Good
NeutraF
Poor
4 (26.7%) 
11 (73.3%)
8 (53.3%) 
7 (46.7%)
12 (40%) 
18 (60%)
FI .264
FI = Fischer’s Exact Test
Carers made the decision to admit their spouse into long-term care 8 months prior to 
the interview (Mean = 8.1, s.d. 5.01). Since interviews took place at a mean of 5.8 
months (sd. 3.76) from the time of admission, the majorit>  ^of carers took the decision 
2.3 months before their spouses’ admission actually took place. 56.7% (N=17) of 
carers felt they had made the final decision themselves, whilst 23.3% (N=7) cited the
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doctor, 10% (N=3) cited the social worker, and 10% (N=3) cited the community 
psychiatric nurse as having the final say.
83.3% (N=25) of carers felt they had enough say in the decision, whilst 16.7% (N=5) 
felt they had not. Similarly, 80% (N=24) of carers felt they had enough time to reach a 
decision, whilst 20% (N=6) felt they had not. Carers were also asked whether they had 
felt pressured into making a decision about placing their spouse in residential care and 
if they had, was this helpful or unhelpful. 26.7% (N=8) reported feeling pressured into 
making a decision, and of this sample, 37.5% (N=3) found the pressure unhelpful, 
whilst 62.5% (N=5) found the pressure helpful.
The majority of carers felt that admission into care was not what their spouse wanted 
(70%, N=21). Carers were asked to rate the level of their spouses’ understanding and 
acceptance of the decision to enter long-term care on a scale of 1-5. It can be seen that 
the majority of carers felt that their spouse had a poor understanding of the decision to 
admit them into care (73.3%, N=22), and the majority of spouses did not readily 
accept going into residential care (60%, N=18). No significant differences between 
men and women emerged on any of the decision-making variables.
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Section 3 The Process of Admission
Table 7 summarises aspects involved in the process of admission. 
Table 7 Salient Aspects of the Process of Admission
Male Female Total Test-
statistic
p-value
Had enough 
information 
re Home 
N(%)
Yes
No
12 (80%) 
3(20%)
14(93.3%) 
1 (6.7%)
26 (86.7%) 
4 (13.3%)
FI .598
Had enough 
time to visit 
N(%)
Yes
No
14(93.3%) 
1 (6.7%)
15 (100%) 
0(0%)
29 (96.7%) 
1 (3.3%)
FI 1.000
Can discuss 
any
concerns re 
care N(%)
Yes
No
13 (86.7%) 
2 (13.3%)
15 (100%) 
0(0%)
28 (93.3) 
2 (6.7%)
FI .483
Reasurance 
coping 
strategy 
used N(%)
Helpful 
Not helpful
7 (46.7%)
8 (53.3%)
10 (66.7%) 
5 (33.3%)
17 (56.7%) 
13 (43.3%)
FI .462
Avoidance 
coping 
strategy 
used N(%)
Helpful 
Not helpful
3 (20%) 
12 (80%)
3 (20%) 
12 (80%)
6(20%) 
24 (80%)
FI 1.000
Reasoning 
coping 
strategy 
used N (%)
Helpful 
Not helpful
12 (80%) 
3 (20%)
12 (80%) 
3 (20%)
24 (80%) 
6 (20%)
FI 1.000
Satisfaction
with
admission
process
N(%)
Satisfied
Dissatisfied/
Neutral
12 (80%) 
3 (20%)
13 (86.7%) 
2 (13.3%)
25 (83.3%) 
5 (16.7%)
FI 1.000
Satisfaction 
with quality 
of care 
N (% )
Satisfied
Dissatisfied/
Neutral
15 (100%) 
0(0%)
14 (93.3%) 
1 (6.7%)
29 (96.7%) 
1 (3.3%)
FI 1.000
How
positive was
decision
N (% )
Positive
Negative/
Unsure
10 (66.7%) 
5 (33.3%)
14 (93.3%) 
1 (6.7%)
24 (80%) 
6 (20%)
FI .169
Coming to 
terms with 
spouses’ 
admission 
into care N 
(%)
Well 
Not well
8 (53.3%) 
7 (46.7%)
13 (86.7%) 
2 (13.3%)
21 (70%) 
9 (30%)
FI .109
FI = Fischer’s Exact Test
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7 carers (23.3%) felt that they were not given certain information about the procedures 
of the home, when their spouse was first admitted. 4 carers (13.3%) felt that laundry 
procedures were not fully explained and this led to difficulties trying to get their 
spouses’ own clothes back. The true costs of the residential care often took several 
weeks or months to emerge, and these were cited by 3 carers (10%) as a cause of great 
anxiet) . 50% (N=15) of carers expressed worries about the way in which their spouse 
was cared for, and these are shown in table 8.
Table 8 Carers’ Worries About The Care of Their Spouse
W orry Expressed No. of Carers Percentage of total 
sample
No stimulation 5 16.7
Not wearing their own 
clothes
5 16.6
Not kept clean 2 6.7
Treating spouses health 
problems
2 6.7
Neglected 1 3.3
None 15 50
Total 30 100
The main concerns expressed were the lack of stimulation (activities and 
conversation) available for spouses in residential care (16.7%, N=5), and finding their 
spouses wearing other residents’ clothing when carers visited them (16.6%, N=5).
Carers’ Coping Techniques
Carers were asked to identify one of three coping techniques that they felt they had 
used throughout the decision-making process. They were then asked to indicate on a 
scale of 1-5, where 1 = no help and 5 = extremely helpful, how useflil these 
techniques had been for them. Carers found focussing on the reasons behind their 
decision (80%, N=24) and reassurance from others that they had made the right 
decision (56.7%, N=17) helpful in the process. For most carers, trying to forget about 
what was happening was very unhelpful (80%, N=24).
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Satisfaction Ratings
Table 7 shows the level of satisfaction with the process of admission of carers’ 
spouses into care. 83.3% (N=25) of carers were very satisfied with the process, and a 
minority (16.7%, N=5) felt neutral or dissatisfied with the process. The majority of 
carers (96.7%, N=29) were also satisfied with the overall quality of care which their 
spouses had received since being in care, despite the concerns expressed earlier.
Carer’s Perception of How Positive the Decision has been
Carers were asked to rate how positive the whole decision-making process had been
for themselves on a Likert scale of 1-5, where 1 = extremely negative and
5 = extremely positive. It can be seen from table 7 that the majority of carers
(80%, N = 24) found the process quite positive (rating 4) or extremely positive
(rating 5). 20% (N=6) of carers were unsure about the decision (rating 3) or felt it had
been negative (ratings 1 and 2).
C arer’s Perception of How Well they have Come to Terms with their Spouse 
Going into Care
Carers were asked to rate on a Likert scale of 1 -5  how well they felt they had come to 
terms with their spouse going into care. Most carers (70.0%, N=21) felt that they had 
adjusted quite well (rating 4) or very well (rating 5), whilst 16.7% (N=5) were unsure 
and 13.3% (N=4) felt they had adjusted poorly.
No differences between men and women were found on any of the admission-process 
variables.
Strength of Emotions
Carers were asked to rate the strength of seven specified emotions following the 
admission of their spouse into care. Ratings were made on a scale of 1-5. Ratings are 
summarised in table 9, and the number of carers experiencing strong emotions (ratings 
of 4 and 5) on each variable can be seen in table 10.
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Table 9 The Stregth of Emotions Felt After Spouses’ Admission
Emotion Sex N Mean (sd) Median Total mean 
(sd)
(median)
Test-
statistic
(df)
p-value
Sadness Male 15 4.0 (1.06) 4.0 4.3 (0.88) t = -2.197* .036
Female 15 4.7 (0.49) 5.0 (4.5) (28)
Anxiety Male 15 2.5 (1.64) 2.0 2.9(1.76) t = -1.410 .170
Female 15 3.4 (1.72) 4.0 (3.0) (28)
Relief Male 15 2.9 (1.53) 3.0 3.1(1.55) t = -0.604 .550
Female 15 3.3 (1.48) 3.0 (3.0) (28)
Guilt Male 15 2.6 (1.72) 2.0 2.9 (1.74) t = -0.972 .339
Female 15 3.2 (1.66) 3.0 (3.0) (28)
Acceptance Male 15 3.3 (1.35) 4.0 3.6(1.19) t = -1.073 .292
Female 15 3.8 (1.01) 4.0 (4.0) (28)
Loneliness Male 15 3.5 (1.68) 4.0 3.2(1.68) t = 0.900 .376
Female 15 3.0(1.56) 3.0 (4.0) (28)
Anger Male 15 2.0(1.51) 1.0 1.7(1.45) t = 0.702 .488
Female 15 1.67(1.05) 1.0 (1.0) (28)
t-test statistic is significant at the 0.05 level (2-tai ed)
Table 10 The Number of Carers Rating each Emotion as 4 (a fair amount of 
emotion felt) and 5 (overwhelming emotion felt)
Emotion Expressed No. of Carers Percentage of total 
sample
Sadness 27 90.0%
Anxiety 14 46.7%
Relief 13 43.3%
Guilt 13 43.3%
Acceptance 20 66.7%
Loneliness 16 53.3%
Anger 4 13.3%
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It can be seen that Sadness was strongly felt by 90% (N=27) of the sample (Mean 
rating = 4.3; s.d. = 0.88). A t-test also showed a difference between male and female 
carers in the amount of sadness felt after admission (t (df)= -2.197 (28), p < .05). 
Women showed a higher median rating (5.0) than men (4.0). Very little anger was 
experienced by carers in the sample 13.3% N= 4 (Mean rating = 1.7; s.d. 1.45); whilst 
feelings of guilt were experienced by nearly half of the sample 43.3% (N=13) (Mean 
rating = 2.8; s.d. 1.73).
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Section 4 Marital Relationship
Carers had been married for a mean number of 47.4 years (s.d. 10.63), with a 
minimum of 24 years and a maximum of 61 years, at the time of interview. Salient 
aspects involved in the quality of the marital relationship are summarised in table 11.
Table 11 Aspects of the Quality of the Marital Relationship
Male Female Total Test-
statistic (df)
p-value
Length of 
marriage 
years mean 
(sd)
47.6(11.39) 47.1 (10.22) 47.4 (10.63) t = 0.118 
(28)
.907
Frequency
of
socialising 
per week 
mean (sd)
2.5 (1.99) 3.0(1.96) 2.7(1.96) t = -0.738 
(28)
.467
Emotional
support
N(%)
No / low 
levels of 
support
High levels 
of social 
support
4 (26.7%) 
11 (73.3%)
3 (20%) 
12 (80%)
7 (23 .3%) 
23 (76.7%)
FI 1.000
Pre-illness 
GRIMS (I) 
score mean 
(sd)
22.0(11.28) 23.8(11.89) 23.5(11.42) t = -0.425 
(28)
.674
Post-illness 
GRIMS (2) 
score mean 
(sd)
29.7 (8.24) 36.3 (6.73) 32.8(8.17) t = -2.316* 
(26)
.029
Change in 
marital 
quality 
between 
GRIMS 1 & 
2 scores 
mean (sd)
-5.3 (8.90) -8.8 (9.74) F= .988 (1) J29
Change in 
marital 
quality 
between 
GRIMS 1 & 
2 scores 
mean (sd)
-6.9 (9.29) F=15.874**
(1)
000
^significant at the 0.05 level; (2-tailed) ** significant at the 0.001 level (2-tailed) 
FI = Fischer’s Exact Test
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Since their spouse had been admitted into care, carers socialised on average 3 times a 
week (Mean = 2.7; s.d. 1.96), either inviting friends over to their houses or going out.
Carers were also asked where they received emotional support from and how often. 
Table 12 shows that most carers received regular support from their children, with 
friends as the next important source of support. 76.7% (N=23) of carers had high 
levels of social support (ie. Contact with one or more sources of support daily or 
weekly), whilst 23.3% (N=7) of carers experienced low levels of support or none (ie. 
Contact with one or more sources of support fortnightly, monthly or less).
Table 12 The Type of Emotional Support Received by Carers
Source of emotional support No. of carers receiving support daily, 
weekly, fortnightly or monthly N (%)
Children 19 (63.3)
Siblings 7 (23.3)
Relatives 9(3frO)
Friends 11 (36.7)
Neighbours 7 (23.3)
Others 7 (23.3)
Participants were asked to identify five aspects that they felt were important in their 
relationships five years previously. They were then asked to rank each aspect from 
1 - 5 ,  where 1 = most important and 5 = least important. Appendix 4.i illustrates those 
aspects rated as 1 and 2 (very important) in the sample.
GRIMS Questionnaires
At the end of the semi-structured interview carers were asked to complete two 
versions of the Golombok-Rust Inventory of Marital State (GRIMS), which measures 
the strength of a marital relationship. One version was completed according to how 
carers perceived their marriage five years before the interview, whilst the second
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version was completed as they perceived their relationship in the present. Table 11 
shows the results of the total mean scores for the GRIMS five years previously and for 
the GRIMS completed for the present day. Scores of the range 0- 29 indicate a good 
relationship. Scores of 30 and higher indicate problems within the marriage.
Differences in perceived marital quality pre and post illness were analysed using 
repeated measures ANOVA. The between group variable was gender (male vs female) 
and the within group variable was time (pre illness vs post illness). A significant effect 
for time was found (F^(df) =15.874 (1), p = .000), but no significant main effects for 
gender were found (F (df) = 2.522 (1), p = . 124). In addition, no significant effect of 
gender by time interaction was found (F (df) = .988 (1), p = .329). These effects are 
presented graphically in Figure 1.
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To clarify the pattern of results, post hoc tests were conducted comparing the men and 
women both across time points, and at each point separately. First, men and women 
were compared at each time point using t-tests. Post- illness women reported a 
significantly worse marital relationship than men (t (df) = -2.316 (26), p = .029), but
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male and female carers did not differ in their pre-illness GRIMS scores. Second, 
paired t-tests were carried out to determine whether the ratings of male and female 
carers had changed with time. Significant increases in the GRIMS ratings were found 
for both ( t (dl) = 4.702 (27), p = .000 ), indicating deteriorated relationships.
Last, to investigate any differences between the male and female carers in the extent 
to which their marital relationship had declined, a t-test was conducted on the change 
scores. Women showed a significantly greater reduction in marital quality than men.
To summarise, no gender differences were found on the pre-illness GRIMS 
questionnaire, but a significant difference was found on the post-illness measure 
(t (df) = -2.316 (26), p< .05). Women had a higher mean score (36.3, s.d. 6.73) than 
men (29.7, s.d. 8.24), indicating that women had a poorer quality of marriage at the 
time of their spouses’ admission than men.
PART 2
TESTING THE HYPOTHESES 
Hypothesis 1
Carers whose spouses enter long-term care after a period of being cared for at 
home will adiust better emotionally and physically if they perceive the admission 
process as a positive experience
The main predictor variables used to explore this hypothesis were the Likert scale 
measuring the subjective success of the decision-making process for the carer and the 
Likert scale measuring carer’s perception of overall adjustment to their spouse being 
admitted into care. Each scale was divided into two categories to examine those 
carers who felt the decision had been positive or negative, and carers who felt they 
had adjusted well or poorly to the admission of their spouse. Both of these variables 
were analysed to explore associations between the decision making and admission 
variables and psychological adjustment. Table 13 summarises the findings for carers 
who are poorly versus well adjusted (as measured by the adjustment Likert scale). 
(Spearmans’ correlations are based on the overall scores of the Likert scales).
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Table 13 Correlations between Carers Perceiving themselves as Poorly or Well 
Adjusted to their Spouse Entering Care and Measures of Quality of the 
Admission Process
Poorly
adjusted N(%)
Well adjusted 
N(%)
Total Test- statistic p-value
Positiveness of 
the decision 
N(%)
Negative
Positive
6 (20.0%) 
3 (10.0%)
0 (0.0%)
21 (70.0%)
6 (20.0%) 
24 (80.0%)
p = .665**
FI
.000
.000
Did spouse 
decide?
Yes
No
4 (13.3%)
5 (16.7%)
13 (43.3%) 
8 (26.7%)
17(56.7%) 
13 (43.3%)
FI .443
Had enough 
say? N (%)
Yes
No
6 (20.0%) 
3 (10.0%)
19 (63.3%) 
2 (6.0%)
25 (83.3%) 
5 (16.7%)
FI .143
Enough time 
to decide? N 
(%)
Yes
No
6 (20.0%) 
3 (10.0%)
18 (60.0%) 
3 (10.0%)
24 (80.0%) 
6 (20.0%)
FI 329
Was it what 
spouse 
wanted? 
N(%)
Yes
No
1 (3.3%)
8 (26.7%)
8 (26.7%) 
13 (43.3%)
9 (30.0%) 
21 (70.0%)
FI .210
Level of 
spouses’
good 3 (10.0%) 5 (16.7%) 8 (26.7%) p = -.093 .626
understanding
?
N(%)
poor 6 (20.0%) 16 (53.3%) 22 (73.3%) FI .666
Level of 
spouses’
good 2 (6.0%) 10 (33.3%) 12 (40.0%) p = .222
acceptance?
N(%)
poor 7 (23.3%) 11 (36.7%) 18 (60.0%) FI .249
Contact with 
care services?
Yes 4 (13.3%) 21 (70.0%) 25 (83.3%) FI .001*
N(%) No 5 (16.7%) 0 (0.0%) 5 (16.7%)
Satisfaction 
with quality of
Satisfied 9 (30.0%) 20 (66.7%) 29 (96.7%) p = .069 .719
care?
N(%)
Not satisfied 0 (0.0%) 1^ 3% ) ip j % ) FI 1.000
Satisfaction
with
Satisfied 8 (26.7%) 17 (56.7%) 25 (83.3%) p = -.043 .822
admission
process?
N(%)
Not satisfied 1^3% ) 4 (13.3%) 5 (16.7%) FI 1.000
Level of 
depression on
Mild/moderate 8 (26.7%) 16(53.3%) 24 (80.0%) p = - .009 .964
HADS
N(%)
Severe 1GJ% ) 5 (16.7%) 6 (20.0%) FI 637
Level of 
anxiety on
Mild/moderate 6 (20.0%) 16 (53.3%) 22 (73 .3%) p== .308 .097
HADS
N(%)
Severe 3 (10.0%) 5 (16.7%) 8 (26.7%) FI .666
Total GHQ 
score
Mild/moderate
Severe
8 (29.6%) 
0 (0.0%)
18(66.7%)
1 (3.7%)
26 (96.3%) 
1(3.7%)
p = - .247 
FI
.213
1.000
*Fischer’s Exact Test is significant at 0.001 level (2-tailed)
137
** Correlation is significant at 0.001 level (2-tailed)
A significant association was found between how well adjusted carers felt they were 
to their spouse being in long-term care and how positive or negative they perceived 
the decision had been to admit their spouse ( p = .764, /?<.01). Fischers’ Exact Test 
also demonstrated a significant difference between the level of adjustment and 
perceived success of the decision (FI = .000, p < .01).
Table 13 demonstrates that all carers who perceived the decision making process as 
negative always adjusted poorly to the admission of their spouse. Conversely, most 
carers who perceive the decision-making process as a positive experience also feel 
they have adjusted well to their spouse entering residential care.
Having contact with community care services is also significantly associated with 
adjustment to a spouse going into care, and Fischer’s Exact test showed a significant 
difference between these variables (FI = .000, p < .01). Table 13 demonstrates that 
having contact with services is associated with adjusting well to a spouse going into 
care. No other variables were found to have a significant impact on overall 
adjustment.
It is interesting that there is no difference between being poorly and well-adjusted on 
the GHQ and HADS. This finding suggests that there is little association between 
perce ived  adjustment and measures of well-being.
The impact of psychological adjustment as measured by the HADS and GHQ was also 
explored on the decision making and admission process variables, as measured by the 
Likert scales. These associations can be seen in table 14.
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Table 14 Correlations between the Standardised Psychological Adjustment 
Measures and the Decision Making and Admission Process Variables
Variable Correlation (p) p-value
Depression (BLADS)
Adjustment to spouse being in 
care
-.01 3 6 4
Success of the decision - .0 4 .855
Spouses understanding of the 
decision
.11 .552
Spouses acceptance of the 
decision
.07 .701
Satisfaction with quality of care 
in home
- 1 8 3 3 3
Satisfaction with admission 
process
- .4 7 * 3 1 0
Anxiety (HADS)
Adjustment to spouse being in 
care
- .3 1 3 9 7
Success of the decision - 3 3 .072
Spouses understanding of the 
decision
.19 .322
Spouses acceptance of the 
decision
.001 .996
Satisfaction with quality of care 
in home
- .2 1 .274
Satisfaction with admission 
process
- .3 4 3 6 9
GHQ Score
Adjustment to spouse being in 
care
- .2 5 3 1 3
Success of the decision - .2 9 .142
Spouses understanding of the 
decision
.19 3 3 9
Spouses acceptance of the 
decision
- .0 4 3 2 6
Satisfaction with quality of care 
in home
.21 3 0 1
Satisfaction with admission 
process
- 3 0 3 2 1
* Spearman correlation is significant at the 0.01 level (2-tailed)
Standardised measures of psychological adjustment were not significantly associated 
with the decision making process apart from the level of depression and satisfaction 
with the admission process. The negative correlation indicates that the higher the 
score on the depression scale (as measured on the HADS), the lower the satisfaction 
with the admission process.
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The decision making, admission process variables and psychological adjustment were 
also explored in relation to the success of the decision of carers to admit their spouse. 
The results are summarised in table 15.
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Table 15 Associations between Carers’ Ratings of Success of the Decision to 
Admit a Spouse into Care and Measures of Decision and Admission Process
Decision was 
Negative
Decision was 
Positive
Total Test- statistic p-value
Adjustment to 
spouse being 
in care 
N(%)
Adjusted
poorly
Adjusted well
6 (20.0%) 
3 (10.0%)
0 (0.0%)
21 (70.0%)
6(20.0%) 
24 (80.0%)
p = .665***
FI*
.000
.000
Did spouse
decide?
N(%)
Yes
No
3 (10.0%) 
3 (10.0%)
14 (46.7%) 
10 (33.3%)
17 (56.7%) 
13 (43.3%)
FI 1.000
Had enough 
say?N(%)
Yes
No
3 (10.0%) 
3 (10.0%)
22(73.3%) 
2 (6.0%)
25 (83.3%) 
5 (16.7%)
PI** .041
Enough time 
to decide? N 
(%)
Yes
No
5 (16.7%) 
1Q3% )
19 (63.3%) 
5 (16.7%)
24 (80.0%) 
6 (20.0%)
FI 1.000
Was it what 
spouse
wanted? N(%)
Yes
No
1G3% )
5 (16.7%)
8 (26.7%) 
16(53.3%)
9 (30.0%) 
21 (70.0%)
FI .637
Level of 
spouses’
good 2 (6.0%) 6 (20.0%) 8(26.7%) p = .238 .206
understanding
?N(% )
poor 4(13.3%) 18 (60.0%) 22 (73.3%) FI .645
Level of 
spouses’
good 2 (6.0%) 10 (33.3%) 12 (40.0%) p = .101 .596
acceptance?
N(%)
poor 4 (13.3%) 14 (46.7%) 18 (60.0%) FI ICWO
Contact with 
care services? 
N(%)
Yes
No
3 (10.0%) 
3 (10.0%)
22 (73.3%) 
2 (6.0%)
25 (83.3%) 
5 (16.7%)
PI** .041
Satisfaction 
with quality of
Satisfied 6 (20.0%) 23 (76.7%) 29 (96.7%) p =  -.035 .854
care?
N(%)
Not satisfied 0 (0.0%) 1^3% ) 1QJ% ) FI 1.000
Satisfaction
with
Satisfied 6 (20.0%) 19 (63.3%) 25 (83.3%) p = .173 360
admission 
process? N(%)
Not satisfied 0 (0.0%) 5 (16.7%) 5 (16.7%) FI .553
Level of 
depression on
Mild/moderate 6 (20.0%) 18 (60.0%) 24 (80.0%) p ^ -.035 855
HADS Severe 0 (0.0%) 6 (20.0%) 6 (20.0%) FI 302
Level of 
anxiety on
Mild/moderate 3 (10.0%) 19 (63.3%) 22 (73.3%) p = -.333 .072
HADS
N(%)
Severe 3 (10.0%) 5 (16.7%) 8 (26.7%) FI= .300
Total GHQ 
score N (%)
Mild/moderate
Severe
5 (16.7%) 
0 (0.0%)
21 (70.0%) 
1 (3.7%)
26 (96.3%) 
1(3.7%)
p = -.290 .142
FI= 1.000
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* Fischer’s Exact Test is significant at 0.001 level (2-tailed)
** Fischer’s Exact Test is significant at 0.05 level (2-tailed)
*** Correlation is significant at 0.001 level (2-tailed)
Results show that having enough say in the decision- making process is positively 
correlated to the perceived success of the overall decision to admit a spouse into care 
(p = .447, p < .05), and Fischer’s Exact Test demonstrates a significant difference 
between the responses on these variables (FI = .041, p < .05). It can be seen from table 
13 that having enough “say” in a decision contributes to carers feeling that the ^
decision made has been a positive one.
Contact with services is also positively associated with the success of the decision and 
Fischer’s exact test shows that there are significant differences between the responses 
on these variables (FI = .041, p < .05). It can be seen from table 15 that having contact 
with community services contributes to carers feeling that a successful decision has 
been taken.
In summary, there is tentative support for the hypothesis that carers who perceive the 
admission process as a positive experience will adjust better emotionally and 
physically. Being well or poorly adjusted on the Likert scale showed some differences 
on the decision- making variables, but other aspects of the decision process did not 
reflect many differences. Very few associations were shown on the standardised 
measures of psychological well-being (the HADS and GHQ), apart from the level of 
depression and satisfaction with the overall admission process. This lack of difference 
could be due to a sample bias, since the majority of the sample were well- adjusted 
(70% N=21), and only 9 (30%) were poorly adjusted.
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Hypothesis 2 The Quality of the Relationship Within the M arriage Prior to 
Admission will have an Influence on the Adjustment of the Carer to Life After 
Admission.
The two GRIMS questionnaires completed for each participant were compared using 
repeated measures ANOVA and matched-pair T-Tests, to identify any differences in 
the quality of marital relationships five years before the interview, and at the time of 
interview. There were significant differences between the mean scores (mean -  6.9, 
s.d. 9.29), indicating a deterioration in marital quality between pre- and post-illness 
measures (F(df)= 15.874(1), p< .001). The scores on the post-illness version of the 
GRIMS was analysed for any associations with the variables involved in 
psychological adjustment. Table 16 summarises the results. A significant correlation 
between current marital quality (the post illness measure) and adjustment to a spouse 
being in care indicates that poorer marital quality leads to better perceived adjustment. 
Table 16 Correlations between the marital quality variables and psychological 
adjustment variables
Variable Correlation p-value
Current marital quality 
(GRIMS 2)
Adjustment to spouse 
being in care
j l * .006
Depression (HADS) .13 516
Anxiety (HADS) .03 891
Total score on GHQ .28 .171
Previous marital quality 
(GRIMS 1)
Adjustment to spouse 
being in care
.34 ^68
Depression (HADS) .32 .083
Anxiety (HADS) .11 .573
Total score on GHQ .32 GOO
Change between current 
and previous marital
quality
Adjustment to spouse 
being in care
.03 .867
Depression (HADS) .28 .150
Anxiety (HADS) .05 .767
Total score on GHQ .15 .462
* correlation is significant at the 0.01 level (2-tailed)
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The GRIMS- 2 questionnaire (completed for the relationship in the present) scores 
were then divided into two categories of “good” and “bad” relationships. Using the 
norms given for the questionnaire, a cut off score of 30 was adopted. Thus, scores of 
30 and below were categorised as “good” and scores of 31 and above categorised as 
“bad”. This bimodal variable was analysed with the “well/not well” adjustment 
variable, derived from the Likert scale on “coming to terms with (the spouses) 
admission into residential care. Table 17 shows the results of the Fischer’s Exact 
Test.
Table 17 Differences between Good and Poor Marriage and Better or Worse 
Adjustment to Spouse Going into Care
Poor
marriage
Good
marriage
Total Test
statistic
p-value
Adjustment 
to spouse 
being in 
care N (%)
Poor
adjustment
Good
adjustment
4 (13.3) 
13 (43.3)
7 (23.3) 
6(20)
11 (36.7) 
19(63.3)
FI TW2*
Total N(%) 17 (56.7) 13 (43.3) 3 0 G o g
* Fischer’s Exact is significant at the 0.05 level (2-tailed)
It can be seen that a “poor” quality of marriage appears to help carers adjust better to a 
spouse going into long-term care, whilst those carers with a “good” marriage are 
equally distributed between adjusting well and adjusting poorly.
In summary, the quality of the relationship prior to admission of a carers’ spouse does 
have an influence on overall adjustment after admission. Marital quality has a positive 
correlation with adjustment to a spouse being in care. If the relationship is perceived 
as poor, then carers are likely to adjust better to a spouse entering long-term care. 
However, there were no associations between marital quality and other measures of 
psychological and physical well-being (the HADS and GHQ).
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Hypothesis 3 The severity of spouses’ illness will have a negative impact on the 
carer’s state of mental health
Correlation analysis was carried out to investigate associations between the severity 
of the spouses’ illness on the carer’s state of mental health and psychological 
adjustment. Severity of illness was measured by the Barthel Index, the length of 
illness, and the number of years spent caring for the ill spouse. Psychological 
adjustment was measured using the levels of depression and anxiety on the HADS, the 
total GHQ scores, and the Likert scale measuring overall adjustment to the carer’s 
spouse being in care. Table 18 summarises the results.
Table 18 Correlations between the severity of illness variables and the 
psychological adjustment variables
Variables Correlation p - value
Length of illness
Adjustment to spouse 
being in care
.16 A08
Depression score (HADS) -.22 ^55
Anxiety score (HADS) -.35 ^61
Total GHQ score - 5 4 * .004
Barthel Index
Adjustment to spouse 
being in care
-.13 .482
Depression score (HADS) -.17 356
Anxiety score (HADS) -.07 .704
Total GHQ score .00 .992
No. of years spent caring
Adjustment to spouse 
being in care
.21 364
Depression score (HADS) .12 342
Anxiety score (HADS) -G8 .354
Total GHQ score -D6 .777
* correlation is significant at the 0.01 level (2-tailed)
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The length of a spouses’ illness is negatively correlated with the carers’ score on the 
GHQ (r = -.54, p < .01), indicating that the length of illness has a negative impact on 
the carers’ psychological adjustment, as measured by the GHQ. No other significant 
correlations were found, so it can be concluded that the level of dependency of a 
spouse (as measured by the Barthel Index), and the length of time spent caring do not 
significantly affect a carer’s psychological adjustment after their spouse enters long­
term care.
Hypothesis 4
No sex differences will be found
Very few sex differences were found in the sample. Males were significantly older 
than female carers, and women had more contact with support services than men. 
Women also perceived higher levels of sadness than men after their spouse was 
placed in care.
A significant difference was found between male and female carers on the post-illness 
(current) version of the GRIMS, with female carers experiencing a significantly 
poorer quality of marriage than male carers. There was also a significantly greater 
deterioration in marital quality between pre-and post-illness GRIMS scores for women 
than men.
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PART 3
Descriptive Highlights of Questionnaire 2 -  Six-Month Follow-Up Data 
Section 1
Progress Since Admission
The follow-up interview was carried out with 10 (6 males and 4 females) participants 
only, because of the problems involved in recruiting carers (see “Method”). All carers 
were interviewed approximately six months after the first intendew took place. At the 
time of interview, carers’ spouses had been in care for a minimum of 6 months and a 
maximum of 15 months (Mean = 9.9 months, s.d.2.68). 7 spouses (70%) had remained 
in the same home and 3 (30%) had changed home once. Of those who changed home, 
one spouse had to move to a less expensive care home and the other two moved 
because they deteriorated and their nursing needs could not be met by the home they 
were initially admitted to. Carers were asked how they felt their spouse had changed 
since their admission into care. Table 19 summarises this information.
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Table 19 Aspects of Visiting Spouse in Residential Care
Male
N=6
Female
N=4
Total
N=10
Test
statistic (df)
p-value
How long 
spouse been 
in care? 
(months) 
mean (s.d.)
11.0(2:.53) 8.3 (2.22) 9.9 (2.69) t = 1.762 
(8)
.116
Average no. 
of visits 
(per week) 
mean (s.d.)
3.0 (2.28) 2.0 (0.82) 2.6 (1.84) t = J%8 
(8)
.432
Carer
consulted re 
care in 
home?
N(%)
Yes
No
5 (50.0%) 
1 (1.0%)
4 (40.0%) 
0 (0.0%)
9 (90.0%) 
1 (1.0%)
FI 1.000
Can carer 
discuss 
concerns 
with home? 
N(%)
Yes
No
6 (60.0%) 
0 (0.0%)
4 (40.0%) 
0 (0.0%)
10 (100.0%) 
0 (0.0%)
Can carer 
talk in 
private with 
spouse? 
N(%)
Yes
No
6 (60.0%) 
0 (0.0%)
4 (40.0%) 
0 (0.0%)
10 (100.0%) 
0 (0.0%)
Can carer
have
physical
contact with
spouse?
N(%)
Yes
No
6 (60.0%) 
0 (0.0%)
3 (30.0%) 
1 (10.0%)
9 (90.0%) 
1 (10.0%)
FI .400
Is carer 
happy with 
level of 
physical 
contact? 
N(%)
Yes
No
4 (40.0%) 
2 (20.0%)
4 (40.0%) 
0(0.0%)
8 (80.0%) 
2 (20.0%)
FI .467
Can carer 
go on
outings with
spouse?
N(%)
Yes
No
3 (30.0%) 
3 (30.0%)
3 (30.0%) 
1 (1.0%)
6 (60.0%) 
4 (40.0%)
FI 571
Level of 
mood after 
visiting 
spouse. 
N(%)
Content
Sad
3 (30.0%) 
3 (30.0%)
1 (10.0%) 
3 (30.0%)
4 (40.0%) 
6 (60.0%)
FI .571
How well 
adjusted to 
spouse 
being in 
care?
N(%)
Well 
Not well
4 (40.0%) 
2 (20.0%)
3 (30.0%) 
1 (10.0%)
7 (70.0%) 
3 (30.0%)
FI 1.000
FI = Fischer’s Exact Test
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Visiting and C arer’s Concerns about Spouses’ Care
Carers visited their spouse on average twice a week (median = 2, mean = 2.6, SD 
1.84). They were asked to rate their mood after visiting their spouse on a Likert scale 
of 1-5, where 1= feel very sad and 5= feel very content after visiting.
The level of mood (content or sad) after visiting was equally divided between carers, 
and the 6(60%) carers who often felt sad after visiting attributed their feelings to not 
wanting to leave their spouse in a different place to themselves. Despite these feelings, 
the majority of carers (N = 7, (70%)) felt they had adjusted well to living life without 
their spouse at home.
All 10 (100%) carers felt that they had opportunities to talk in private with their 
spouses if they wished, although this was mostly in the spouses’ bedroom. 6 carers 
(60%) reported still making decisions with their spouse, even if they were basic ones 
such as choosing lunch from the menu. 6 carers (60%) were able to go on outings with 
their spouse, usually as part of a larger group in a coach.
9 (90%) carers felt they were consulted about the care of their spouse and all 10 
(100%) carers felt able to voice any concerns they had with a member of staff in the 
home. Carers were asked who they usually turn to discuss their concerns about their 
spouses care. Table 20 summarises this data.
Table 20 Who do you discuss your concerns about care of your spouse with?
Person Identified No. of carers discussing concerns with person N 
(%)
Home manager 7(%%
Deputy manager 1(10)
Keyworker 2(20)
Total 10 (100)
The majority of carers (N= 7, 70%) preferred to discuss concerns with the Home 
Manager than their spouses’ Keyworker.
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Amount of Physical Contact
Carers were asked to indicate whether they were able to have any physical contact 
with their spouse in the Home, and to state the type of contact. 9 (90%) carers felt they 
had some physical contact, whether it was holding hands, cuddling or kissing their 
partner. This was mostly on the carers’ arrival and departure from the visit. 1 (10%) 
carer had no contact, due to a poor relationship. 80% (N=8) of carers reported that 
they felt happy with this l evel of contact.
Adjustment to Spouse being in Care
Carers were asked to rate how well they feel they have adjusted to their spouse being 
in care, six months after the initial interview. Responses were recorded on a Likert 
scale from 1-5, where 1= not at all well adjusted, to 5= very well adjusted
Although the sample is very small, the same pattern of adjustment emerges as in the 
initial interview. That is, the majority (70% N= 7) of carers feel they have adjusted 
quite or very well to the new lifestyle brought about by their spouse being in long­
term care.
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Section 2 Psychological and Physical Well-being of the Carers
Carers were asked to complete the HADS and the GHQ questionnaire in the follow-up 
interyiew to monitor their well-being six months after the initial interview. Results are 
summarised in table 21.
Table 21 Psychological and Physical Well being of the Carers
Male Female Total
HAD
Anxiety mean (sd) 5 .3 (4.18) 9.3 (0.96) 6.9 (3.75)
Depression mean 
(sd)
5.2 (3.66) 4.5 (2.08) 4.9 (3.00)
GHO
Somatisation mean 
(sd)
4.8 (2.93) 9.8 (8.85) 6.8(6.11)
Anxiety mean (sd) 5.8 (5.53) 7.5 (3.70) 6.5 (4.72)
Social dysfunction 
mean (sd)
9.2 (3.82) 5.8 (2.75) 7.8 (3.71)
Depression mean 
(sd)
3.2 (3.97) 0.7 (0.96) 2.2 (3.26)
Total mean (sd) 23.0 (14.07) 23.8 (14.01) 23.3 (13.25)
The mean anxiety level in the sample, as measured on the HADS (6.9, s.d. 3.75) 
demonstrated little or no anxiety in carers. Total depression scores (mean 4.9, s.d. 
3.00) on the HADS also showed little or no depression in carers, (scores between 0-7 
= little or no anxiety/ depression, 8-10 = moderate anxiety/ depression, 11-21 = 
severe anxiety/ depression) (Zigmond and Snaith, 1983).
GHQ sub-scale scores demonstrated similar low levels of somatisation (mean 6.8, s.d. 
6.11), anxiety (mean 6.5, s.d. 4.72), and depression (mean 2.2, s.d.3.26). (Scores of 0- 
7 = low, 8-14 = moderate and 15- 21 = severe levels on each sub-scale) ( Goldberg 
and Williams, 1991). The social dysfunction sub-scale demonstrated moderate levels 
of dysfunction (mean 7.8, s.d. 3.71), but the total score on the GHQ (mean 23.3, s.d. 
13.25) reflected few psychological problems overall, (total scores of 0-28 = few or no 
psychological problems, 29-56 = moderate psychological problems and 57- 84 = 
severe psychological problems) (Goldberg and Williams, 1991).
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Section 3 
Home Life
Carers were asked to list ways in w hich  home life had changed for them and to 
indicate whether this change was perceived as positive or negative for themselves. 
Table 22 summarises the aspects listed.
Table 22 Aspects of Lifestyle which have changed since Carers’ Spouse was 
Admitted into Long-Term Care.
Male Female Total
Carer developed 
new past times?
Yes 2 (20.0%) 1 (10.0%) 3 (30.0%)
N(%) No 4 (4.0%) 3 (30.0%) 7 (70.0%)
How often does 
carer socialise? 
No. times per 
week mean (s.d.)
2.8 (2.48) 4.0(1.41) 3.3(2.11)
Level of social 
support
High 2 (20.0%) 4 (40.0%) 6 (60.0%)
N(%) Low 4 (40.0%) 0 (0.0%) 4 (40.0%)
Does carer 
receive practical
Yes 4 (40.0%) 3 (30.0%) 7 (70.0%)
help?
N(%)
No 2 (20.0%) 1 (10.0%) 3 (30.0%)
Only 3 carers (30%) found new pastimes, and there was an even spread of the number 
of times per week that carers socialised, either going out or inviting friends round to 
their home. Niunber of times varied between once up to seven times a week. Only one 
carer said they had no social life at all.
Carers were asked whether they received any practical help in dealing with household 
affairs. 70% (N=7) said they did, but this had only been extra help (ie. Started after 
admission) for 40% (N=4) carers.
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Social Support
As in Questionnaire 1, carers were asked to indicate the type and level of social 
support they now receive. Table 23 summarises the number of carers receiving 
support (on a daily, weekly, fortnightly or monthly basis) from different sources of 
social support.
Table 23 The Type of Emotional Support Received by Carers
Source of emotional support No. of carers receiving support daily, 
weekly, fortnightly or monthly N (%)
Children 9 (90.0)
Siblings 9 (90.0)
Relatives 8 (80.0)
Friends 9(90TO
Neighbours 10(100)
Others 10(100)
In comparison to social support six months previously, carers received greater levels 
of support from a wider range of sources, particularly neighbours, “others”, who were 
often acquaintances known through the residential home, close jfriends and siblings.
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Section 3 
M arital Relationship
Carers were asked to complete the GRIMS at the follow-up interview to explore any 
changes in the quality of the marriage since the previous interview six months ago. 
The results can be seen in table 24.
Table 24 Sex differences between the follow-up GRIMS measuring M arital 
Quality
Male Female Total Test
statistic (df)
p-value
Follow-up 
GRIMS 
questionnair 
e scores 
mean (s.d.)
29.2 (13.09) 42.8 (14.66) 34.6 (14.70) t = 1.536 
(8)
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Differences in perceived marital quality post illness and at the six-month follow up 
were analysed using repeated measures ANOVA. The between group variable was 
gender (male vs female) and the within group variable was time (post illness vs 6- 
months later). No significant effect for time was found (L(df) =1.299 (1), p = .287), or 
for gender (F (df) = 3.067 (1), p = . 116). In addition, no significant effect of gender by 
time interaction was found (F (df) = .120 (1), p = .738). Similarly, no significant 
differences between men and women were found on the scores of the follow up 
GRIMS. It seems therefore, that marital quality remained constant between both 
interviews, however the result may not have been significant because the sample size 
is so small.
Finally, carers were asked to indicate five aspects of their relationships that were 
important to them six months after the first interview. They were again asked to rank 
how important they were in comparison to the other aspects, where 1 = most 
important and 5 = least important. Appendix 4.ii shows the number of carers rating 
each aspect as the most important and quite important (ranked 1 and 2).
The implications of the results will now be discussed.
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DISCUSSION
The aim of this study was to identify factors that help carers to adjust to daily life once 
their husband or wife was admitted into long-tenn care. This is to enable community 
services for older people to provide the best type of support for these carers, to help 
them make the transition from full-time carer to a “visiting spouse who cares about 
their partner” as successfully as possible. The four hypotheses of the study were 
designed to provide some answers in how to achieve this aim.
Description of the Sample
The nature of the sample was well balanced in terms of gender, with equal numbers of 
male and female carers. This adds reliability to any sex differences found on the 
measiues used, as generalisability would have been difficult with a skewed sample. 
Carers had been married for an average of 47 years 4 months, caring for their spouses 
for a mean average of 5 years 8 months, and this was almost a 24-hour a day 
responsibility. The sample were all caring for spouses with a high level of dependency 
and severity of organic degenerative disease (Alzheimer’s Disease, multi-infarct 
dementia, Korsakov’s syndrome and Parkinsons’ Disease).
Despite the severity of their spouses’ illness, carers in this sample demonstrated high 
levels of psychological and physical health, in contrast to Haley et als’ (1987) findings 
that carers had poorer physical and mental health than non-carers. Remarkably low 
levels of depression were found and moderate levels of anxiety as measured by the 
HADS.
Few somatic illnesses were reported, but moderate levels of social dysfunction were 
found on the GHQ sub-scale. The low levels of psychological and physical health 
problems found may be a result of carers adapting to their role over time, and support 
Townsend et als’ (1989) adaptation hypothesis that carers either stabilise or improve 
with time to the demands of caring. Moderate levels of social dysfunction may suggest 
that carers experienced low levels of social support, however the majority of this 
sample (N= 25, 83.3%) had contact with community services (mostly day care and 
respite care), and 76.7% (N= 23) had high levels of social support, mainly from adult
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children, friends and relatives. The high levels of social support may be associated 
with lower levels of distress and burden in the sample, lending support to previous 
studies such as Morycz (1985), Zarit at al (1980) and Pratt et al (1985). The moderate 
level of social dysfunction found may be a result of the impact of caring on the carers’ 
daily life however. During interviews, many carers explained that they had gradually 
stopped going out to socialise. They therefore relied on having visitors into their 
homes, who could cope with their spouses’ unpredictable behaviour. Despite receiving 
support therefore, many carers still felt restricted and isolated in their social lives.
Carers appeared to cope with the demands of the decision making process by using 
logical reasoning techniques (80%, N= 24) and gaining reassurance from others 
(56.7%, N=17). These findings lend support to those of Pratt et al (1987), who found 
that effective coping resources are related to lower levels of burden and stress.
The majority of the sample appeared to feel positive about the aspects of the decision 
making and admission process. 80% (N= 24) felt the decision making process had 
been positive. Similarly, 83.3% (N=25) were very satisfied with the admission 
process, and 70% (N=21) felt they had adjusted well to their spouse going into care.
This bias may be a reflection of the type of carer who chose to participate in the study.
In fact most carers who declined to participate gave reasons for declining. One of the 
reasons given was that the carer felt “devastated” about her husband going into care, 
so she did not feel she would make a “good” participant. In contrast, two carers felt i'*  ^
they were managing well and did not need to “talk about it”. It may also be that those >
^  ■ Y
carers who participated always had high levels of psychological and physical health A
y
compared to the rest of the population. Detailed longitudinal studies following large ^ 
numbers of spouse- carers spanning several years would be required to provide further 
explanations for these findings in the current sample.
The Decision-Making Process
The first hypothesis found that a positive decision-making process was associated 
with better psychological adjustment of a carer to their spouse entering long-term 
care, as measured on the adjustment Likert scale. No association was found between 
adjustment and satisfaction with the admission process however. The level of
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;
depression on the HADS was associated with satisfaction of the admission process, y  ^4 '
Î"
'■ a ?
where higher levels of depression were associated with lower levels of satisfaction. ^  
No significant results were found for anxiety on the HADS or the GHQ in relation to 
adjustment however. It is somewhat surprising that the standardised measures of well 
being were not associated with adjustment measures. The lack of association between 
measures may have occurred because the sample was predominantly well adjusted to 
their spouse going into care, so the small variation in scores may not allow 
representative comparisons to be made between those adjusting well and those 
adjusting poorly.
However, a link between adjustment and a positive decision making process could be 
useful infonnation for communit): services in how they approach the question of long­
term care for a spouse with a carer. Community Mental Health Teams (CMHT’s) need 
to adopt an approach where the carer is involved in every step of the decision- making 
process; perhaps being offered an advocate if the carer has difficulty expressing their 
concerns in situations involving meetings about their spouse. “Having enough say” < 
was a significant factor in contributing to a carer’s perception of the success of the 
decision process, so health care and social-service professionals need to be aware of 
providing opportunities for carers to discuss their thoughts about the decision being 
made.
It may also be helpful to provide some ongoing support for the carer once their spouse 
has been admitted into care, as many carers reported feeling lonely and unsupported in 
the first few weeks and months after admission, so previous contact w ith  support 
services appears to be important to carers.
The Quality of the Marital Relationship
The current quality of the marital relationship (the post illness measure) was 
associated with adjustment of the carer after admission, as measured by the GRIMS 1 
questionnaire. The quality of the marriage was not associated with physical and \
mental well being, as measured by the HAD and GHQ. This finding contrasts 
previous studies ( Poulshock and Deimling, 1984,and Kinney and Stephens, 1989) 
which found that increased burden was associated with poorer relationships.
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It is interesting that it was poorer quality relationships that were associated with better - \ f
adjustment when a spouse enters long-tenn care. This may be because admission •
results in reducing the constant friction between a couple, thereby reducing the /
y
perceived burden between the carer and their spouse. Some carers interviewed in this y  - y  
study with poorer relationships actually reported feelings of relief and “freedom” ^
when their spouse entered residential care. Those carers with “good” relationships 
were equally divided between adjusting well and adjusting poorly to a spouse entering 
care. A further breakdown of factors in a “good” marriage would be needed to identify 
precisely what influences good or poor adjustment to long-temi care overall. ^ ^
Levels of social support may explain what detennines good or poor adjustment to a 
spouse entering long term care, although this sample all showed high levels of 
support, having contact with at least one source of support on a daily or weekly basis. 
However, many carers reported an increasing lack of opportunities to go out and 
socialise as their spouse deteriorated. Many were unable to leave their spouse at home 
for very long, even to go out to the shops. Carers also stopped taking their spouse out 
for a meal to a restaurant or café because their spouses’ behaviour made it too 
difficult. Similarly they felt less and less able to invite friends into their homes for a 
meal, and carers reported that friends gradually stopped inviting them out. Thus the 
carer lost their social life through caring for their spouse. It may be that those who 
adjusted better were able to regain this aspect of their lives quicker than those who felt 
they had adjusted poorly to life without their spouse.
Interviews w ith  carers also highl ighted a difference in the style of relationship 
between those couples reporting a “good” relationship. Some couples appeared to be 
highly dependent on each other for all aspects of their lives. They rarely social ised 
separately, and some carers reported that as a couple, they had never “needed” anyone 
else to socialise with. It is likely that these couples, with little or no interests outside 
the relationship, would experience more problems adjusting to daily life without their 
spouse than couples who also followed separate interests outside of tlie relationship.
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None of the relationships were found to improve in quality between the pre-illness and 
post-illness measures on the GRJMS. Relationships either deteriorated or remained the 
same once a spouse was in care. This finding is consistent with that of Wright (1998), 
and indicates that caring for an ill spouse has a negative effect on most relationships. 
Commimity services could help to counteract this effect by helping carers to mourn 
the loss of certain aspects of the relationship, and encourage the development of new 
activities and supportive jfiiendships. Residential homes could encourage carers to 
remain involved with the life of their spouse, and provide another means of social 
support. This could be achieved on a basic level by inviting the carer to stay for meals 
occasionally and encourage them to join in with other activities of the home with their 
spouse.
The Severity of the Spouses’ Illness
The length of time that a spouse has been ill was associated with poorer psychological 
state of carers, as measured by the GHQ. It is interesting that the severity of the 
spouses’ illness (as measured by the Barthel Index) and the length of time spent caring 
were not associated with the carer’s mental health. The finding that severity of illness 
is not associated with the carers’ mental state is consistent with findings of other 
studies (Zarit et al, 1986; Zarit, 1982). Zarit et al found that a carers’ ability to tolerate 
problem behaviours increased over time, and this may explain why the length of time 
spent caring was not associated with poorer mental health. However, Zarit (1982) 
found that effective coping techniques, social support and respite from caring 
mediated the impact of severity of the spouses’ illness on the carer. This may explain 
the lack of association between mental state and illness severity in this study, as carers 
in this sample used problem solving techniques, had relatively high levels of social 
support and had support from community services. The homogeneity of the sample on 
these factors may have masked any impact which severity of illness has on carers with 
little social or communit)^ support and poor coping teclmiques.
It may be that the length of the spouses’ illness is related to living with a partner who 
is no longer able to provide emotional and practical support, putting a great burden on 
the remaining “well” spouse, even before proper caring begins.
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Sex Differences
Male carers were significantly older than female carers, a finding consistent with Zarit ^
et aTs (1986) study. This may be due to a tendency for men to marry women younger [i||
than themselves, so this trend may be foimd throughout all age groups. Women had ' 
more contact with community services than men, although it is unclear why this 
discrepancy occurs. It may be that women are better at asking for help than men. The 
opposite trend may have been expected from Steinberg and Shulman’s (1981) findings 
that men experience more practical problems in caring than women, and might 
therefore be more likely to approach services for specific types of help than women.
Another explanation may be related to the quality of the marital relationship, as 
females reported a poorer quality of marriage than males on the GRIMS measures.
This may cause females to seek more help and support outside the relationship.
Female carers also showed a greater deterioration in marital quality over time than 
males on pre- and post-illness measures of the GRIMS. This may be because female 
carers interviewed appeared to value their social lives more hi^ lv  than males. Thev '"fyA
reported the loss of a confidante more often than men did, either because their  ^ uk"  ^^
husband was unable to offer emotional support anymore, or because they could no  ^^
longer have as much contact with a close fiiend as they used to because of caring 
responsibilities. In contrast, male carers reported having smaller social circles before 
their wives even became ill. They did not therefore report missing their social life as 
much as women did. This difference in the importance of a confidante may explain 
why women perceive a greater deterioration in the quality of their relationships than 
men do.
No sex differences were found on the HADS, between measures of anxiety and 
depression. All carers had surprisingly low levels of depression; contrary to Haley et 
al (1987) and George and Gwyther’s (1986) findings, but both men and women had 
moderately high levels of anxiety, which is consistent with findings of Vitaliano et al 
(1991). This may be an effect similar to that found by Rabins et al (1990) who found 
that as carers adapt to the role of caring, levels of depression and anxiety drop 
significantly over time. It could be that levels in this study are low because carers have 
adapted to or ceased their full-time caring role, but higher anxiety levels may be
1 6 0
explained by going through an adjustment process to a different way of life without 
their spouse at home. New skills may need to be learned or old skills rediscovered, 
such as rebuilding a social life, which carers may find stressful.
Commimity services should ensure that equal opportunities are offered to male and 
female carers for support, perhaps by building in the opportunity^ to discuss the carers 
needs during reviews of their spouses. Relative support groups could also help to 
provide a gatew^ay to services, but they need to be well publicised and easily 
accessible to carers within the locality.
Follow-Up Interviews
Only ten carers could be followed up in the study because of time restrictions, so 
meaningful statistical analysis was not possible, however carers were still able to 
provide useful insights into their experiences, six months after the initial interviews. 
Spouses had been in care for an average of 10 months, and visited their spouses 2-3 
times a week. All carers still felt able to discuss worries and concerns with the care 
home and reported being able to talk in private with their spouses, although this was 
mainly confined to a spouses’ bedroom, supporting Wrights’ (1998) findings. 
Interestingly most carers (90%, N=9) reported some level of physical contact with 
their spouse, although this was mostly kissing hello and goodbye, or holding hands. 
80% (N=8) of carers said that they were happy with this level of contact, mostly 
because they reported that their spouse was happy with this amount of contact. Many 
carers openly explained that their sexual relationship with their spouse had stopped 
some years before admission into the care home.
6 (60%) carers still felt sad after each visit to tlieir spouse, but 4 (40%) reported 
feeling contented. All 4 carers explained that this had been a gradual change of mood 
in response to visiting over the six months. They reported that initial feelings of 
“overwhelming sadness” had reduced as their spouse settled into the home and 
appeared to be well cared for. The majority of carers (70 %, N=7) felt that they had 
adjusted well and 30% (N==3) had adjusted poorly to their spouse being in care. This 
finding reflects the same split in adjustment as the sample in the initial interview. The 
lack of shift from poorly to better adj ustment may suggest that carers take longer than
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six months to adjust to a spouse going into care, or that other factors than time are 
involved in changing the perceived adjustment of carers.
The psychological and physical well being of carers appeared to improve slightly over 
the six- month period, with mean scores on the HADS and GHQ reflecting improved 
or consistent levels of mental health compared to those at the initial interview. This 
finding suggests that placement of a loved one may benefit carers in the long term or 
is not detrimental to their health. However, a much larger study would need to be 
conducted before such findings could be generalised.
Female carers in the follow-up interviews socialised more times per week than in the 
initial interview (4 times a week compared to 3 times previously), whilst men 
remained the same (2-3 times a week). All carers reported feeling freer to go out when 
they wanted and enjoyed this freedom.
Interestingly mean scores on the GRIMS remained the same for male carers between 
the post illness and six month follow up questionnaires (29.7 and 29.2 respectively). 
The mean scores for female carers showed a further deterioration however (36.3 and 
42.8 respectively). It is unclear why this gender difference has occurred, or why 
female carers marriages continue to deteriorate. This finding lends support to that of 
Wright (1998) who found that placement had a negative impact on a marital 
relationship but not for adult children and their ill parents. A larger sample for the 
follow up study would have been interesting to see if this pattern of results on the 
GRIMS generalised to the rest of the carers in the initial interviews.
Methodology
A relatively small sample size was used in this study, so care must be taken in 
generalising the results to the population of carers of elderly confused spouses. This 
was due to the problems of recruiting participants to the study. Gaining access to 
carers with spouses who had recently been admitted to residential care was profoundly 
time consuming and difficult. Much time was spent contacting many residential 
homes and trying to get them to help recruit participants. Homes often wanted 
paperwork to be sent to them about the study and then report that they had no carers
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fitting the right criteria. Many voluntary and statutory bodies also went through the 
same procedure with the researcher, with similar outcomes.
It seems that the problem of recruitment in this area of research is widespread. Dr 
Wright was contacted for ideas to access participants since her study (1998) had used 
a similar population. She also reported profound recruitment problems, despite 
covering a wider geographical area and having the help of fellow researchers. Her 
study used similar numbers of carers to the current study. American studies report 
similar low numbers in this field, for example Zarit et al (1986) had 64 spouse- carers, 
and Haley et al (1987) studied 44 caregivers. If further research is to be carried out in 
the area of carers and adjustment after admission of a spouse, services for older people 
need to be made more aware of the need for co-operation and co-ordination of 
services. Multi- centre studies may be needed to cover very large geographical areas.
Once carers were identified and contacted the majority (91%) readily agreed to 
participate. Carers appeared to welcome the opportunity to discuss their experiences in 
detail, and many expressed appreciation at being able to describe their thoughts and 
feelings for the first time about the process of caring and placing a loved one in care. 
Seven of the ten carers who were contacted for a follow-up interview also said they 
felt they had benefited from the first interview. They reported that it had helped them 
to understand why they had chosen to admit their spouse more clearly, and they felt 
levels of guilt had lowered after the interview. Subjective reports such as these 
emphasise the need for services to help carers adjust to life after admission by 
providing more emotional support. This may be in the fonn of counselling or clinical 
psychology, if carers experience specific psychological problems, or community 
support workers, befrienders or support groups for more general types of support. In 
this way the general well-being of the carer could be monitored, and this type of 
service may bridge the gap between the carer ending their full-time caring role and 
establishing a new life with renewed social supports and past-times.
Numbers in the initial sample were also relatively small because each interview took 
an average of two hours to complete, and many carers needed plenty of time to discuss 
certain areas of caring because they became quite emotional. This meant that the data-
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collection was long and intensive for the researcher, but the whole study had to be 
conducted within strict time limits. This type of research would therefore be easier if 
several therapists could conduct the in-depth interviews, and a longer time-span could 
be allocated for collecting the data.
The measures used in this study involved the development of two semi-structured 
interview schedules because no standardised tool was available, due to this study 
being conducted in an area that has not been specifically researched before. Although 
these schedules appeared to be appropriate, they would need to be more widely used 
to gain reliability and validity in this field. The other standardised measures were used 
because they were easy to administer, for carers to understand and not too long. Some 
other measures used in American studies to measure burden were unavailable in 
Britain, and other measures such as the “Carers’ Strain Scale” did not have the same 
reliability as the more widely used measures which were adopted for this study. It 
would have been useful to be able to use more specific measures aimed at this 
population, however limitations of accessibility and lack of detail made general 
measures the preferred option.
The small numbers of carers involved in the follow-up interview meant that very little 
meaningful analysis could be carried out on the data. The study was also limited by 
being mainly cross-sectional in design, so causality cannot be inferred fi'om the 
results. The analysis also involved multiple comparisons of variables, due to the 
descriptive and qualitative nature of the study, so findings need to be treated 
tentatively. However, the findings of this study lend support to those of previous 
studies, increasing the validity of the present study.
Implications for Future Research
In order to build on this research a larger body of data using the same measures and 
methodology could be gathered to increase the validation of the results and make them 
more generalisable to the elderly population of spouse-carers. It would also be useful 
to follow carers througli the first twelve months after admitting a spouse, ideally 
interviewing people before admission, immediate post-admission and at regular 
intervals after admission, to explore the stages of adjustment that a carer experiences
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in rebuilding their life after full-time caring has ended. Factors such as the success of 
the decision making process, quality of marriage, gender differences and the influence 
of social support could be examined for changes over time, to see what helps 
adjustment in more detail.
Useful studies may also involve comparing groups of carers who are offered support 
services such as counselling at the point of their spouses’ admission with those who 
do not receive further services. This could provide valuable insight into how helpful 
this approach would be in contributing to the psychological adjustment of carers, or 
whether it is helpful for certain types of carers.
Implications for Future Services
Services for older spouse-carers need to be aware of the importance of involving 
carers in the decision-making process, and ensuring that they are able to express their 
concerns and have them adequately addressed as they arise. This study suggests that 
this would be the single biggest step that could be made in helping carers come to 
terms with a spouse going into care.
Risk factors could also be identified earlier to help better psychological adjustment. 
For example, the quality of the marital relationship before admission could be 
monitored by CMHT’s to identify carers who are likely to adjust poorly after 
admission. These carers could then be offered further support in developing outside 
interests and building better social networks. Similarly those carers whose spouses 
have been ill for five years or more may need to be identified and monitored as this 
study showed that they were more likely to develop psychological problems after 
admission. Longitudinal studies would be necessary to explore the extent of such 
problems developing, or whether they had existed prior to admission.
Finally, residential and nursing homes could also help the adjustment of carers by 
encouraging couples to maintain their relationships. Offering opportunities for carers 
to be more involved in the care and activities of their spouses and developing carer- 
support groups within the home to help spouse-carers get to know fellow visitors more 
easily.
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N G S T O N  A N D  R I C H M O N D  H E A L T H  A U T H O R I T Y
>CAL RESEARCH ETHICS COMMITTEE
tails of research project (Typed not hand written please)
:ase complete this form in full and attach an Indemmty Form,if appropriate, before submitting 
copies o f your research project to the secretary o f the Local Research Ethics Committee. If there is 
ufficient space please attach additional sheets to this document.
TITLE OF PROJECT 2. PROPOSED STARTING DATE
1 investigation of the factors involved in the adjustment o f carers o f spouses suffering 
mentia, following the spouses admission to long term care. 30 July 1998
INVESTIGATORS
îase note that if  a clinician or GP is involved in a Company trial the protocol should be presented by 
; clinician or GP or a designated deputy and not a representative o f the Company sponsoring the 
î l .
ime Position
e Webb Chartered Clinical 
Psychologist
Dept
Psychology
Phone
Ext
399 7111 
x4155
Membership of MDU, 
MPS or other body 
(Including membership 
number)
BPS & DCP 
3008
this a multi-centre study?
‘yes’, how many centres are involved?
No
WILL OTHER STAFF BE INVOLVED IN THE RESEARCH PROJECT?
Nursing staff 
Pharmacy 
Social Workers 
Laboratory staff 
Any other staff
No
No
No
No
Yes
' ‘yes’ please give brief details o f their involvement and separate confirmation in writing o f their 
Teement to participate)
Psychology Assistant, Jo Chapman, will help in administering the questionnaires. She will be closely 
pervised at all times. She has 2 years clinical experience, including interview techniques.
PLACES WHERE THE RESEARCH WILL BE DONE
re patients to be admitted? No
rhe study involves carers o f patients who will be interviewed in their own homes) 
‘yes’ is their admission part o f a routine clinicW admission? na Yes No
yes’, will this research involve an extended stay in hospital? na Yes No 
yes’, how long will this extension of their stay be? ____________________
BACKGROUND OF THE STUDY
a Canadian study, Rosenthal and Dawson (1991) focused on the experiences o f wives who had 
in carers, and their feelings when their husbands were admitted to long term care, suffering 
m dementia. They found the carers experienced the symptoms characteristic o f the first stage 
bereavement, including feelings o f loneliness, guilt, anger and sadness, but also o f relief that 
; job o f full-time carer was no longer theirs.Rosenthal and Dawson termed this the “first stage 
the transition to quasi-widowhood”. That is, women who have begun to lose the relaBbnship 
iy had with their spouse, even though their spouse has not yet died.
is study aims to expand on these findings by exploring how carers adjust emotionally, 
ysically and socially when their spouse is admitted into long term care. Two main areas will he 
estigated. Firstly, the admission process o f the carers’ spouse into the care facility and the 
ect it has on the carer themselves. For example, whether the extent to which the carer is 
nsulted determines the amount o f guilt or depression felt by the carer when admission takes 
ice. Secondly, the quality o f the marriage before and during the spouses’ illness, and whether 
; perceived closeness o f the relationship is advantageous to the carer in adjustment to their 
Duses’ illness. Research suggests that the admission process itself is stressful (Zarit et al, 1986). 
te aim will be to look at whether perceived success o f the admission process influences 
bsequent adjustment. Quality o f marriage will also he explored as this has also been found to 
ve an influence (Rosenthal et al, 1991).
. AIMS OF THE STUDY
Please include anticipated clinical use of outcomes, the potential benefit to the patient himself and 
Î potential benefit to medical science)
lis study aims to investigate two main hypotheses:
Carers whose spouses enter long-term care after a period of being cared for at home will adjust 
better emotionally and physically if they perceive the admission process as a positive experience. 
The quality of the relationship within the marriage prior to admission will be positively correlated 
to better emotional and physical adjustment.
le overall outcome of the study will help to determine what services should be developed within the 
:ality to help carers cope with such a distressing experience. It is also hoped that the participants 
îmselves will benefit from discussing their thoughts and experiences with a clinical psychologist.
DESIGN OF THE STUDY
longitudinal study with two interviews carried out at a 6-month interval, involving a within 
id between subjects’ design.
le Assessment Panel for residential placements at Tolworth Hospital will be approached for 
imes and addresses o f dementia sufferers who have been admitted to long term residential care 
ithin the past three months (initial approval has been given, pending ethical approval). Their 
ouses will be sent a letter, (please see attached) explaining the study and inviting them to 
irticipate. The interviewer will then meet with them, giving a more detailed brief, ask if  they 
3uld still like to participate, and a consent form will then be given. The interviews will involve 
o structured questionnaires, (please see attached). The General Health Questionnaire and the 
ospital Anxiety and Depression Scale (both validated for use with older people); and a semi- 
ructured questionnaire looking at demographic data, illness history, marital relationship and
tails about the admission process o f the carers’ spouse into long-term care. All interviews will 
conducted in a face-to-face manner. Participants will be given the opportunity to discuss their 
îlings after the first interview and a full debrief will he given after the second interview, six 
onths later. Subjects will then be contacted for a follow-up interview, using the same package 
before 6 months later.
SUBJECTS
Please state:
a. The number o f patients to be studied None
b. The number of healthy volunteers to be studied 40
c. Age range 55 +
d. Method o f recruitment See section 8.
e. Exclusions Carers whose spouses die before the 
initial interview. Although they will not be included in the study, these carers will be offered 
the opportunity to meet with a psychologist if  they wish to.
f. Details o f any payments or other inducements to be made to the subjects.
- Expenses
- Financial or other rewardsjNONE
g. Are Medical or other students to be involved? NO
(The Head o f the appropriate institute must be notified o f those involved.)
0. DETAILS OF PROCEDURES
a. Drugs Not Applicable
Name Formulation Dose/Frequency Route Legal status
of (CTC,CTX
administration Product Licence)
Tiat adverse effects are expected with these drugs, if  any?
Are there any possible serious risks or dangers associated with their use?
(Append details if  space is insufficient)
ot Applicable
J. Other additional investigations, substances or agents required for the research
(including cardiac catheterisation, ultrasound, radiography, EGG, EEG etc.)
Please specify: Not Applicable
Questionnaires
(Please enclose 13 copies o f any questionnaire to be used)
Are the questionnaires to be filled in by the subject, or administered by someone else?
e General Health Questionnaire, the Hospital Anxiety and Depression Scale and a semi-structured 
erview schedule will be administered by the principle investigator and a psychology assistant.
If so, by whom, and by what method (e.g. postal)?
' Sue Webb, during a face-to-face interview.
What published evidence is there o f validation o f  questionnaire design?
;neral Health Questionnaire (GHQ) : Developed by Goldberg (1972). Widely used measure for 
reening general physical and mental health. Has been particularly useful in looking at adjustment to 
less (Mayou & Hawton, 1986), and validated for use with people over 65 years old
)spital Anxiety and Depression Scale: Developed by Zigmond & Snaith (1983). The reliability o f the 
ale was established by Aylard et al (1987) and is firequently used to measure affective symptoms. It is 
lidated for use with older populations.
imi-structured interview: Designed by the investigator to answer aspects o f the admission process into 
re, using knowledge o f the overall procedure. Also uses items from “People in Your Life Scale”, 
larziali, 1987), measuring the subjects perception o f  supportive relationships, and the “KDS-15”, 
rank & Kupfer, 1974) which assesses marital relationships.
1. WHAT ASPECT OF THE PROCEDURES DESCRIBED ARE NOT PART OF 
ROUTINE CLINICAL CARE?
antacting carers to ask them if  they would be willing to be interviewed.
WHY IS THIS ACCEPTABLE FOR RESEARCH PURPOSES?
any carers going through the experience o f letting a spouse go into care welcome an opportumty to 
scuss their concerns with someone. It is hoped therefore, that this procedure will become a 
erapeutic experience for the subjects concerned.
I .  PHARMACEUTICAL COMPANY INVOLVED
Does the project involve participation or sponsorship
by a pharmaceutical company? No
If so, has the company signified its acceptance o f the
guidelines provided by the Committee for such projects? Yes No
If so, what kind o f financial support will be provided by 
the pharmaceutical company (if any)?
3. THE HEALTH AND COMFORT OF THE SUBJECTS
Will there be any risk o f  damage to the health o f the subjects, or o f any pain, 
discomfort, distress or inconvenience? If so, please give an assessment o f the 
seriousness o f any possible damage to health, and o f any pain, discomfort, etc, and o f  
the degree o f risk.
» risk to the health o f the subject. If they become distressed whilst talking about their spouse the 
erviewer will deal with the issues sensitively and also ask if  they wish to stop the interview and 
itinue another time.
4. CONSENT
a. Explanation
All subjects must be given an oral and written explanation o f  the research project 
unless there are exceptional circumstances (if so please specify)
b. Consent Form
Is the standard research consent form to be used? (vide infi-a) Yes
If not, please justify this departure and submit 13 copies o f  the 
substitute form which is to be used.
5. INFORMATION TO THE GP
Will the General Practitioner be informed? Yes
If so, how?
If the patient agrees, the GP will be informed that they are participating in the study.
5. COSTS
Are there likely to be any costs o f the research project to the District? If so, have any 
arrangements been made to defray these costs?
costs
7. WHAT ARE THE ETHICAL PROBLEMS WHICH APPEAR TO THE 
APPLICANTS TO ARISE FROM THIS APPLICATION?
Please set them out and add any comments considered likely to assist the Committee.
3 main ethical implication o f this study is that subjects will be required to talk about a stressful 
)erience which may cause individual distress. Although there is evidence to suggest that talking 
Dugh a traumatic experience can be therapeutic in itself, steps have been taken to minimise any 
tress that may be elicited by the interview.
At the beginning o f the interview, the interviewer will stress that the subject need not answer any 
question if  they do not wish to do so. They may also withdraw any time they wish.
A frill debrief will be given, with plenty o f time to discuss any concerns participants may have. 
Interviewees will be given the Psychology Department telephone numbers after the interviews 
where they can contact the researcher if  they feel the need to.
HSG(96)48 NHS INDEMNITY - ARRANGEMENTS FOR HANDLING 
CLINICAL NEGLIGENCE CLAIMS AGAINST NHS STAFF
Please confirm that this study will be carried out in compliance with Annex B o f  
NHS Executive circular HSG(96)48 NHS Indemnity - Arrangements for Handling 
Clinical Negligence Claims Against NHS Staff.
; study will be earned out in compliance with Annex B o f NHS Executive circular HSG(96)48 
S Indemnity.
NATURE OF INVESTIGATOR  ............ DATE f j J j . l X ?
Surname in capital letters................ .............................................
NATURE OF HEAD OF DEPARTMENT / SUPERVISOR
 DATE j £ T L \ ! i £
Surname in capital letters ..IX W U ^ .C X P ..^ .^ ....................................
DEPARTMENT
>e specify who will obtain the consent
bjects recruited Sue Webb, Chartered Clinical Psychologist
lid your application be successful the members o f the Local Research Committee would be 
grateful if, on completion of this project, you would send the Chairman a short note, in lay 
s, o f the outcome o f the study.
ÎSTON AND RICHMOND HEALTH AUTHORITY
ONSENT FORM FOR PARTICIPATION IN RESEARCH PROJECTS AND CLINICAL 
RIALS
rganisation: Kingston and District Community NHS Trust
Title of Project; What factors help carers adjust when their spouse enters long-term care?
ivestigator : Sue Webb, Chartered Clinical Psychologist Supervisor: Emma Dunmore, 
niversity of Surrey
elephone contact number: 0181 399 7111 ext 4155
utline Explanation
liis study examines how carers cope with life generally when their husband or wife whom they 
ive been nursing through dementia goes into a nursing or residential home, or a continuing 
ire ward in hospital. You will be asked about your thoughts and feelings surrounding the 
[mission o f your husband or wife into the home, and how much you were involved in this 
ocess. You will be asked for some details about your marriage, your general health, and how 
îll you feel you are coping with life at present. The interview will last about one hour, and you 
11 he able to ask questions at the end o f the interview. You will then be contacted in 6 months 
ne and asked to participate in a follow-up interview.
)u are NOT obliged to answer any questions you do not wish to, and you may withdraw from  
e study at any time. All answers wUl be dealt with in the strictest confidence, and no 
irticipants shall he identified by name in the write-up o f the study.
name)
(address)
reby consent to take part in the above investigation, the nature and purpose of which have been 
plained to me. Any questions I wished to ask have been answered to my satisfaction. I understand 
it I may withdraw from the investigation at any stage without giving a reason for doing so and that 
s will in no way affect the care I receive as a patient.
GINED (Volunteer)  ___________  Date
(Psychologist) __   Date
(Witness) __  Date
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A P P E N D I X  2
KINGSTON & DISTRICT COMMUNITY NHS TRUST
DEPARTMENT OF CLINICAL PSYCHOLOGY 
Elmside, 1 Oakhill, Surbiton, Surrey KT6 6DU 
0181 399 7111 ext. 4158 Fax 0181 390 8576
Dear
I am a Clinical Psychologist carrying out research into the emotional impact on carers of 
their husband/wife entering longer-tenn care. This letter has been given or sent to you as a 
carer whose husband/wife has been admitted into residential care.
I would like to ask if you would be interested in taking part in the study. This would 
involve a meeting between you and myself, either in your home, or another venue that is 
convenient to you. This meeting would take about 1 hour. During the interview questions 
would be asked concerning your thoughts and feelings about the process of your 
husband/wife being admitted into the Nursing or Residential Home and the effect of this 
process on your relationship together. You would also be asked to complete a couple of 
questionnaires about your current state of physical health.
Many people find it very helpful to talk through their experiences of watching their loved 
one going into care, and there will be plenty of time in the interview to discuss your 
thoughts and feelings about this process. You will be under no obligation whatsoever to 
answer any questions you do not wish to. You will be able to withdraw at any time and this 
will not affect any care you are currently receiving, or in the future. All the information 
you give will be dealt with in the strictest confidence. The aim of the research is to 
improve the support services for spouse-carers such as your self.
If you felt you would like to receive further help or support from a psychologist or 
counsellor after the interviews that could be arranged. NO participants will be named in 
the write-up of the study.
If you feel you would be interested in participating, please complete the slip overleaf and 
return it in the stamped envelope enclosed. Alternatively, telephone my secretary on: 0181 
399 7111 ext.4158, with your name and telephone number and I will contact you as soon 
as possible.
Thank you for taking the time to read this. I look forward to hearing from you soon.
Yours sincerely
Sue Webb
Chartered Clinical Psychologist
REPLY SLIP
Name
Address
Telephone no.
I would/ would not be interested in participating in the research project.
Please give days and/or times which are convenient for me to contact you.
Please return this slip to: Sue Webb,
Clinical Psychologist, 
Psychology Department, 
Elmside,
1 Oakhill,
Surbiton,
Surrey KT6 6DU
Thank you very much for your help.
Measures used in the Study
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QUALITY OF LIFE FOR CARERS AFTER A SPOUSES ADMISSION INTO 
CARE
QUESTIONNAIRE 1 
SECTION 1 
DEMOGRAPHICS
1. Name __ __________________________ _
2. Date of Birth ________________
3. Address
4. How long have you lived at this address?
5. If less than 3 years, why did you move? _
6. Before retirement, what was your previous occupation?
7. What was your husband/wife’s previous occupation?_
8. How long has your husband/wife been ill?__
9. When did you receive the diagnosis and how?
10. How long have you been caring for your husband/wife?
11. Before admission, approximately how many hours per day were spent 
caring for your husband/wife? ______
12. Were you disturbed at night? Yes / No
13. In the last 6 months before your husband/wife’s admission, how many hours 
of sleep did you get on average? ______________
14. What aspect of caring was most difficult? (Maximum of three)____________
15. Please rate these aspects out of 5, where 1= very easy and 5= extremely 
difficult
ASPECT RATING
S E C T I O N  2
DECISION PROCESS
1. How long ago was the decision taken to admit your husband/wife into longer 
term care? ____ ________________
2. Who made the final decision?
3. Do you feel you had enough say in the decision?
4. Who did you discuss the decision with?
How Helpful (0-5) How Unhelpful (0-5)
a. Family
b. Friends
c. Professionals
d. Other (please specify)
5. Overall, what aspects of your discussions were helpful?
6. Which aspects were unhelpful?
7. Did you feel you had enough time to reach a decision? YES / NO
8. Did you feel pressured into making a decision? YES/NO
9. In what way were you pressured?__________________________
10. I f“yes” was this HELPFUL or UNHELPFUL?
11. Was this what your husband/wife wanted? YES/NO
12. Was your spouse asked what they wanted by other professionals? 
YES/NO
13. If “yes” by whom?
14. Did you discuss the decision with your husband/wife? YES / NO
15. Did you feel discouraged from discussing it? YES/NO
16. What was your perception of your husband/wife’s understanding of the 
decision?
1 2 3 4 5
No understanding Poor Some A fair amount Good understanding
17. What was your perception of your husband/wife’s acceptance of the 
decision?
1 2 3 4 5
No Acceptance Poor Some A fair amount Total acceptance
18. Had you and your husband/wife had any contact with specialist services 
before? YES/NO
19. Which ones? (Please place in order of first to last services received)
a. Day care
b. Respite care
c. Home help
d. Meals on Wheels
e. Other (please specify)
20. What was the date of admission?
SECTION 3
PROCESS OF ADMISSION
1. Were you welcomed into the care home/ hospital with your husband/wife?
2. Did you feel you had enough information about the care home?
3. What do you feel you didn't know?
4. Do you feel you have enough time for visiting in the 
home?
5 .  A r e  y o u  a b l e  t o  d i s c u s s  a n y  c o n c e r n s  w i t h  t h e  s t a f f ?
6. Do you have any concerns about your husband/wife’s care? If so, please 
specify.
7. How would you describe your feelings in the week before your husband/wife 
was admitted?
8. Can you rate the strength of emotion you felt on each of the following, where 
1= little or none and 5= overwhelming
EMOTION RATING
Sadness
Anxiety
Relief
Guilt
Acceptance
Loneliness
Anger
9. How would you rate your overall satisfaction of the way in which your 
husband/wife was admitted to the home?
1 2 3 4 5
Extremely Dissatisfied Neutral Satisfied Extremely
Dissatisfied Satisfied
10. How would you rate your satisfaction with the quality of care so far?
1 2 3 4 5
Extremely Dissatisfied Neutral Satisfied Extremely
Dissatisfied Satisfied
11. Can you describe your thoughts and feelings during the first week after 
your husband/wife’s admission?
1 2 .  H o w  d i d  y o u  c o p e ?  (  e m o t i o n  v s  p r o b l e m  f o c u s s e d  c o p i n g )
How Helpful How Unhelpful 
(0-5) (0-5)
a. Needed lots of reassurance that I’d made 
the right decision
b. Tried to push it out of my mind
c. Tried to focus on the reasons behind 
my decision
13. Looking back, what aspect did you find hardest to cope with during the 
process of admission and the first few weeks after admission?
14. How has daily life changed for you since your husband/wife’s admission? 
Positive
aspects: _____________________________ ______________
Negative
aspects:
15. Overall, how positive do you feel the decision has been?
1 2 3 4 5
Extremely Quite Don’t Quite Extremely
Negative negative know positive positive
SECTION 4
MARITAL RELATIONSHIP
1. How long have you been married?
2. What effect did your husband/wife’s illness have on the quality of your
marriage?
3. Were there any positive aspects that emerged from it?
4. Can you give 5 aspects that were important about your lives together five 
years ago. Rank them in terms of how important they are to you, where 1= most 
important and 5=least important. How satisfied are you with each one (give a 
percentage 0-100)
Rank Satisfaction
(1-5) (0-100)
Communication _____________________________
Physical contact_______________ ______________________________
Friendship ______________________________
Practical help ______________________________
Decision making ______________________________
Other
5. How has your social life changed since your husband/wife’s illness?
6. On average, how many times a week do you go out to socialise or have friends 
over?_______
7. Who do you receive most of your emotional support from? How many times? 
(daily/weekly/fortnightly); (face-to-face, by telephone?)
a. Children ________________________________________________________
b. S i b l i n g s _____________________________________________________________________
c. Other relatives_______________________________________________ ______
d. Close friends______________________________________________________
e. Neighbours____________________________________ ____________________
f. Others ______________________________________________________ _
8. How well do you feel you have come to terms with your husband/wife going 
into care?
1 2 3 4 5
Not at all well Not well Not sure Quite well Very well
Thank you for your help in completing this questionnaire. Your help is greatly 
appreciated
Sue Webb, Chartered Clinical Psychologist.
QUESTIONNAIRE RESPONSE SHEET FOR SUBJECTS
1.15 How difficult did you find these aspects of caring?
Very
Easy
Quite
Easy
OK Fairly
Difficult
Extremely
Difficult
2.4 &3.12
How helpful were these people in helping you make the decision?
.Not A little 
Helpful Helpful
Somewhat
Helpful
Fairly
Helpful
4
Very
Helpful
Extremely
Helpful
How Unhelpful when you were trying to make the decision?
0 1 2  3
Not A little Somewhat Fairly
Unhelpful Unhelpful Unhelpful Unhelpful
4 5
Very Extremely
Unhelpful Unhelpful
2.16 How much do you think your husband/wife understood the decision?
1 2 
No Poor
understanding
 s-------------------------1---------
3 4
Some A fair amount
5
Good
understanding
2 . 1 7  H o w  m u c h  d o  y o u  t h i n k  y o u r  h u s b a n d / w i f e  a c c e p t e d  t h e  d e c i s i o n ?
I I
No Poor
Acceptance
Some A fair amount Total acceptance
3.8 How strong was the emotion you felt?
1
None
2
A little
3
Some A fair amount Overwhelming
3.9 How satisfied were you with the way your husband/wife was admitted into 
the home?
1 2 
Extremely Dissatisfied 
Dissatisfied
 1-----
3
Neutral
4
Satisfied Extremely satisfied
3.10 How satisfied are you with the care your husband/wife is receiving?
Extremely Dissatisfied 
Dissatisfied
 r --------
3
Neutral
4
Satisfied Extremely satisfied
3.15 Overall how positive do you think the decision has been?
'--------------- ,-------------- 1-------------- ;--------------- 1
1 2 3 4 5
Extremely Quite negative Don’t know Quite positive Extremely
Negative positive
4.4 Give aspects that were important about your life 5 years ago. Rank them 
using the following;
t \ Ï I I
1 2 3 4 5
Most Quite Fairly Not so Least
Important important important important important
L8 How well do you feel you have come to terms with your husband/wife going 
into care?
Ï i  3 4 5
Not at all well Not well Not sure Quite well Very well
10
Appendix 1: The Barthel Index
Bowels 0 — incontinent
— occasional  accident
— continent
Brooming 0 
1
Toilet use 0
Bladder 0 — incontinent or catheterizcd and 
unable  to manage
1 — occasional  accident
2 — continent
needs help 
independent
dependent
1 — needs some help but can do
something
2 — independent
-ceding 0 — unable
1 — needs help cutting, spreading butter,
etc.
2 — independent
Tansfer 0 — unable
1 — m ajor  help (one or two people)
2 — minor  help (verbal or physical)
3 — independent
Mobility 0 — immobile
1 — wheelchair-independent  including 
corners,  etc.
walks with the help of  one person 
(verbal or  physical) 
independent  (but may use an aid)
airs
2 —
3 —
Tessing 0 — dependent
1 — needs help, but can do about  half 
unaided 
independent2 —  
0 -
athing 0
unable
needs help (verbal,  physical,  ca r ry­
ing aid)
independent  up and down
dependent
independent
HOSPITAL ANXIETY AND DEPRESSION SCALE (2) 
Name............................................................................  Date...............................
his questionnaire is designed to help your clinician to know how you feel. Read each item and 
aderline the reply which comes closest to how you have been feeling in the past week.
0  not take too long over your replies, your immediate reaction to each response will probably be more 
xurate than a long thought-out response.
I feel tense or ‘wound up’
Most of the time
A lot of the time
From time to time, occasionally
Not at all
1 still enjoy the things I used to enjoy:
Definitely as much 
Not quite as much 
Only a little 
Hardly at all
I get a sort of frightened feeling as if something awful is about to happen: 
Very definitely and quite badly 
Yes. but not too badly 
A little, but it does not worry me 
Not at all
I can laugh and see the funny side of things: 
As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all
5. Worrying thoughts go through my mind:
A great deal of the time 
A lot of the time
From time to time but not too often 
Only occasionally
I feel cheerful:
Not at all 
Not often 
Som etim es  
Most o f  the time
I can sit at ease and feel relaxed:
Definitely 
Usually 
Not often 
Not at all
I feel as if I am slowed down:
Nearly all the time 
Verj' often 
Sometimes 
Not at all
I get a sort of frightened feeling like ‘butterflies’ in the stomach: 
Not at all 
Occasionally 
Quite often 
Very often
10 I have lost interest in my appearance:
Definitely
I do not take as much care as 1 should 
I may not take quite as much care 
I take just as much care
11 I feel restless as if I have to be on the move:
Very much indeed 
Quite a lot 
Not very much 
Not at all
12. I look forw ard with enjoyment to things:
As much as ever 1 did 
Rather less than I used to 
Definitely less than 1 used to 
Hardly at all
13. I get sudden feelings of panic:
Very often indeed 
Quite often 
Not very often 
Not at all
4. I can enjoy a good book or radio or TV programme:
Often 
Sometimes 
Not often 
Very seldom
DW CHECK THAT YOU HAVE ANSWERED ALL THE QUESTIONS - THANK YOU
jENERAL h e a l t h  
QUESTIONNAIRE G HQ-28
ease read this  carefully:
We should like to  k n o w  If you  have had any medical complaints ,  and h ow  y o u r  health  has been in 
ineral, over the past few  weeks. Please answer A LL th e  questions on  th e  following pages simply by u n d e r ­
ling the answer w hich you  th ink  m os t  nearly applies to  you. R em em ber th a t  we w an t  to  k n o w  ab o u t  
esent and recen t com plain ts ,  n o t  those th a t  you  had in the  past.
It is im p o rtan t  th a t  you  try  to  answer A LL the  questions.
T hank  you very m uch  for y o u r  co-operation.
AVE YOU R ECENTLY:
1 — been feeling perfec tly  well and in Better Same Worse Much worse
good health? th an  usual as usual than  usual th an  usual
2 been feeling in need of a good Not No more R ather  more Much m ore
tonic? a t  all than  usual than  usual than  usual
3 — been feeling run dow n and  o u t  of N ot No more R ather  more Much more
sorts? a t  all than  usual than  usual than  usual
A — felt th a t  you  are ill? N ot No more R ather  more Much more
at all than  usual than  usual than  usual
,5 — been getting any  pains in y ou r  head? N ot No more R ather  more Much more
a t all than  usual than  usual th an  usual
6 — been gett ing a feeling of tightness or Not No more R ather more Much more
pressure in y o u r  head? a t all than  usual than  usual th an  usual
7 — been having h o t  or cold spells? N ot No more Rather more Much more
a t all than  usual than  usual th an  usual
1 — lost m uch  sleep over w orry? Not No more R ather  more Much m ore
at all than  usual than  usual than  usual
2 — had difficulty  in staying asleep once Not No more R ather  more Much more
you are off? at all than  usual than  usual than  usual
3 — fel t constan tly  under  strain? N ot No more R ather more Much more
at all than usual than  usual than  usual
4 — been getting edgy and bad-tem pered? Not No more R ather  more Much more
at all than  usual than  usual than  usual
5 — been getting scared or panicky for no Not No more R ather  more Much m ore
good reason? at all than  usual than  usual than  usual
6 — fou nd  everything getting on to p  of Not No more R ather  more Much m ore
you? at all than  usual th an  usual than  usual
17 — been feeling nervous and strung-up N ot No more R ather  more Much more
all the  tim e? at all than usual than  usual th an  usual
PLEASE TUR N  O V E R
HAVE YOU RECENTLY
C l — been managing to  keep yourself  busy 
and  occupied?
More so 
than  usual
Same 
as usual
Rather less 
than  usual
Much less 
than usual
C2 — been taking longer over the  things you 
do?
Quicker 
than  usual
Same 
as usual
Longer 
than  usual
Much longer 
than  usual
C3 — fe l t  on  the  whole you were doing 
things well?
Better 
than  usual
A bo u t  
the same
Less well 
than  usual
Much 
less well
C4 — been satisfied w ith  the  w ay you 've  
carried o u t  y our  task?
More
satisfied
A b o u t  same 
as usual
Less satisfied 
than usual
Much less 
satisfied
C5 — fe l t  th a t  you  are playing a useful p ar t  
in things?
More so 
than  usual
Same 
as usual
Less useful 
than  usual
Much less 
useful
C6 — fe l t  capable o f making decisions ab o u t  
things?
More so 
than  usual
Same 
as usual
Less so 
than  usual
Much less 
capable
C7 — been able to  enjoy  y ou r  normal 
day-to-day activities?
More so 
than  usual
Same 
as usual
Less so 
than  usual
Much less 
than  usual
D1 — been th inking of yourself  as a 
worthless person?
N ot 
a t  all
No more 
than  usual
Rather  more 
than  usual
Much more 
than usual
D2 — felt t h a t  life is entirely hopeless? N ot 
a t  all
No more 
than  usual
Rather more 
th an  usual
Much more 
than usual
D3 — fe l t  th a t  life isn ' t  w o r th  living? Not 
a t  all
No more 
than  usual
R ather more 
than  usual
Much more 
than  usual
D4 — th o u g h t  o f the  possibility th a t  you 
might m ake away w ith  yourself?
Definitely
n o t
1 d o n ' t  
th ink  so
Has crossed 
m y mind
Definitely
have
D5 — fo un d  a t  times yo u  co u ld n ' t  do  
any th ing  because y o u r  nerves were 
to o  bad?
Not 
at all
No more 
than  usual
Rather more 
than usual
Much more 
than  usual
D6 — fo u n d  yourse lf  wishing you  were dead 
and away f ro m  it all?
N ot 
a t  all
No more 
than usual
Rather more 
than  usual
Much more 
than usual
D7 — fo u n d  th a t  th e  idea of taking y o u r  
ow n life kep t  coming in to  your  mind?
Definitely
n o t
1 d o n ' t  
th ink  so
Has crossed 
m y  mind
Definitely
has
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The Golombok Rust Inventory of Marital State 
(GRIMS) Questionnaire
Before beginning this questionnaire, please complete this section in block capitals
NAME:__________________    SEX____
DATE:__________________ AGE (Years):________
LENGTH OF RELATIONSHH»:_______ Years_____________Months
NAME OF PARTNER____________________________________
Instructions
Each statement is followed by a series of possible responses: strongly disagree (SD), 
disagree (D), agree (A), strongly agree (SA). Read each statement carefully and 
decide which response best describes how you felt about your relationship with your 
partner five years ago, then circle the corresponding response.
Please respond to every statement. If none of the responses seem completely accurate, 
circle the one which you feel is most appropriate. Do not spend too long on each 
question. Please answer this questionnaire without discussing any of the statements 
with your partner. In order for us to obtain valid information it is important for you to 
be as honest and as accurate as possible.
All information will be treated in the strictest confidence
SD= Strongly disagree D= Disagree A= Agree SA= Strongly agree
1. My partner was usually sensitive to and aware of my needs SD D A SA
2. I really appreciated my partner’s sense of humour SD D A SA
3. My partner didn’t seem to listen to me anymore SD D A SA
4. My partner had never been disloyal to me SD D A SA
5. I would have been willing to give up my friends if it
had meant saving our relationship SD D A SA
6. I was dissatisfied with our relationship SD D A SA
7. I wish my partner had not been so lazy and
kept putting things off SD D A SA
8. I sometimes felt lonely even when 1 was with my partner SD D A SA
9. If my partner had left me life would not have been worth living SD D A SA
10. We could “agree to disagree” with each other SD D A SA
11. We both seemed to like the same things SD D A SA
SD = Strongly Disagree D= Disagree A= Agree SA= Strongly agree
12.1 found it difficult to show my partner when
I was feeling affectionate SD D A SA
13. I never had second thoughts about our relationship SD D A SA
14.
15.
I enjoyed just sitting and talking with my partner 
I found the idea of spending the rest of my life
SD D A SA
with my partner rather depressing SD D A SA
16. There was always plenty of “give and take” in our relationship SD D A SA
17. We became competitive when we had to make decisions SD D A SA
18. I no longer felt I could really trust my partner SD D A SA
19.
20.
Our relationship was still full of joy and excitement 
One of us was continually talking and the other
SD D A SA
was usually silent SD D A SA
21. Our relationship was continually evolving SD D A SA
22. I wished there had been more warmth and affection between us SD D A SA
23.1 was totally committed to my relationship with my partner. 
24.Our relationship was sometimes strained because
SD D A SA
my partner was always correcting me SD D A SA
25.1 suspected we may have been on the brink of separation SD D A SA
26. We could always make up quickly after an argument SD D A SA
Thank you for your time
J i
The Golombok Rust Inventory of 
Vlarital State (GRIMS) Questionnaire
beg in n in g  th e  q u estion n a ire , p l e a s e  c o m p le te  th is  
IE; ..
s e c t io n  in b lo ck  ca p ita ls
SEX :
E O F PARTNER:
a g e  (Y ears): LENGTH O F  RELATIONSHIP:   Y ears
M onths
Instructions
tatement is followed by a series 
ibie responses: strongly disagree 
'sagree (D), agree (A), strongly 
S/4;. Read each statement 
' and decide which response 
scribes how you feel about your 
'hip with your partner: then circle 
-spending response.
1- My partner is usually sensitive to and aware of my n e e d s ...................... sD
2. I really appreciate my partner’s se n se  of hum our...........................  gD
3. My partner doesn't seem  to listen to me any m o r e ........................... gD
4. My partner has never been disloyal to me 
5
SD
would be willing to give up my friends if it meant 
saving our relationship......................
SD
SD
6. I am dissatisfied with our relationship.................
7. partner was oct so lazy and didn-1 keep puning things o l f . .  SD
  SD
  SD
8. I sometimes feel lonely even when I am with my p artn er.
9. If my partner left me life would not be worth livingespond to every statement: if 
the responses seem  completely 10. We 
, circle the one which you feel 
appropriate. Do not spend too  ^  ^ u se le ss  carrying on with a nTarriage beyond 
lach question. ^ certain p o in t............................................
can ‘agree to d isagree’ with each;oth'er
nswer this questionnaire without 
g any of the statements with 
ner. In order for us to obtain 
'mation it is important for 
as honest and as accurate 
ie.
latlon will be treated In the 
confidence.
SD
SD
SD
12. We both seem  to like the sam e things ,
13. I find It difficult to show  my partner that I am feeling a ffec tio n a te   SD
14. I never have second thoughts about our relationship
15. I enjoy just sitting and talking with my partner............
16. I find the idea of spending the rest of my life with
my partner ra th er
SD
SD
cr
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
A
A
A
A
A
A
A
A
A
A
A
A
A
A
A
SD
17. T h ere isa lw aysp len tyofg ivean d tak e'in ou rrela tion sh ip   sD
18. We become competitive when we have to make d ec is io n s  SD
19. I no longer feel I can really trust my partner......................
20. Our relationship is still full of joy and ex citem en t...............................
21. One of us is continually talking and the other is usually s i l e n t . . . .
22. Our relationship is continually ev o lv in g ................
23. Marriage is reaily more about security and money than about love . . SD
2-'. I wish there w as more warmth and aflection betw een u s .................
25. I am totally committed to my relationship with my partner..............
“ r a t a r f o ï i ^ t i ^ r
27. I suspect we may be on the brink of separation ...............................  g ^
28. We can always make up quickly after an argum ent.................................. g p
SD
SD
SD
SD
SD
SD
SD
D
D
D
D
D
D
D
D
D
D
D
D
D
A
A
A
A
A
A
A
A
A
A
A
A
A
SA 
SA  
SA 
SA
SA 
SA 
SA 
SA 
SA 
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
SA
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QUALITY OF LIFE FOR CARERS AFTER A SPOUSES ADMISSION INTO 
CARE:
6 -MONTH FOLLOW UP 
QUESTIONNAIRE 2 
SECTION 1 
DEMOGRAPHICS
1. Name
2. Date of Birth
3. Address
SECTION 2
PROGRESS SINCE ADMISSION
1. How long has your husband/wife been in care now?
2. Have they stayed in the same home?_____________
3. If they have moved, why?
4. How do you feel your husband/wife has changed since admission?
Aspects +ve/-ve
Degree of change (%)
a. Behaviour_______ ______________________________________ _
b.Mood
c.Cognition s____
d. Understanding
5 .  A r e  y o u  c o n s u l t e d  a b o u t  y o u r  h u s b a n d / w i f e ’ s  c a r e  b y  t h e  h o m e ?  Y E S  /  N O
6. Who provides this information in the Home?
a. Home Manager
b. Deputy Manager
c. Spouses Keyworker or Named Nurse
d. Other Staff
7. Are you able to discuss any concerns with the staff? YES /NO
8. Which staff do you discuss these with?
a. Home Manager 
h. Deputy Manager
c. Keyworker or Named Nurse
d. Other Staff
9. Would you like to discuss concerns with anyone else in the home? YES / NO
10. If yes, 
who?
11. Are you welcomed into the home whenever you visit your husband/wife?
YES/NO
12. On average, how often do you visit? ___________________________
13. Do you feel this is: too little about right too much
14. Do you have any concerns about your husband/wife when you visit?
YES/NO
15. If “yes”, what are
they?____________ ____________________________________________
16. How is your mood after visiting your husband/wife on average?
1 2 3 4 5
Very sad Sad Neutral Content Very content
1 7 .  A r e  y o u  a b l e  t o  g o  o n  o u t i n g s  e t c  w i t h  y o u r  h u s b a n d / w i f e ?  Y E S  /  N O
18. Are you and your husband/wife able to talk in privacy? YES / NO
19. If “no” is this a problem? YES / NO
20. What would be helpful in achieving more 
privacy?_______________________________
21. Are you both able to make decisions together, even if they are small ones eg 
what to have for meals/ what day you should visit again etc. YES / NO
Examples:______
SECTION 3
HOME LIFE
1. How has life changed for you during the months that your husband/wife has 
been in care?
Aspects +ve/-ve Degree
of change (%)
2. Have you found any new pastimes? YES / NO
3 .  D o  y o u  b e l o n g  t o  a n y  s o c i a l  c l u b s ?  Y E S  /  N O
4. On average, how many times a week do you go out to socialise or have friends 
over?
5. Who do you receive most of your emotional support from? How often?
a. Children_____________________________
b. Siblings_______________________________
c. Other relatives
d. Close friends__
e. Neighbours___
f. Other
6. Do you receive any help, practical or emotional, in dealing with household 
affairs, such as replacing bulbs/ sorting out bills/ broken appliances etc.?
7. Is this different to before your husband/wife went into care? YES / NO
8. Overall, how well do you feel you have adjusted to your husband/wife being in 
care?
1 2 3 4 5
Not at all wellNot well Not sure Quite well Very well
SECTION 4
MARITAL RELATIONSHIP
1. How would you describe the quality of your relationship since your 
husband/wife has been in care?
2. Are there any positive aspects which have emerged from your current 
relationship?
3. Can you give five aspects which are important about your life together now? 
Rank them in terms of how important they are to you, where l=most important 
and 5=least important. How satisfied are you with each one (give a percentage 0- 
100).
a. Communication__
b. Physical closeness
c. Friendship______
Satisfaction (0-100) Rank
d. Practical Help__
e. Decision making  ^
Other
Please rank them from 1-5 in order of importance. 1= most important to me
5= least important to me
4. Are you able to have some physical contact with your husband/wife? Eg. 
Holding hands/ kissing/cuddling (Please specify)
5. Do you feel comfortable with this level of contact? YES /NO
6. If you could change one aspect of your relationship at present what would it be 
and why?
Thank you for completing the questionnaires, your help is greatly appreciated 
Sue Webb, Chartered Clinical Psychologist
QUESTIONNAIRE 2: RESPONSE SHEET FOR SUBJECTS
2.16 How is your mood after visiting your husband/wife on average?
(-------------------------- (------------------- 1--------------------------r------------------- r
1 2 3 4 5
Very sad Sad Neutral Content Very content
3.8 Overall, how well do you feel you have adjusted to your husband/wife being 
in care?
1 2 3 4 5
Not at Not well Not sure Quite well Very well 
all well
4.3 Give five aspects which are important to you about your life together now. 
Rank them as follows:
1------------------2-------------------- 3------------------ 1---------------------- S
Most Quite Fairly Not so Least important
important important important important
4.10 Overall, how do you feel you have come to terms with your husband/ wife 
Hbeing in care?
T----------------------------------- 1------------------------------:------------------------------------- ;--------------------------------------1
1 2 3 4 5
Not at Not well Not sure Quite well Very well 
all well
Tables of Results
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APPENDIX 4
Appendix 4.1 Five Aspects Considered as Most Important in the Carers’ 
Relationship in the Initial Interview
Aspect No. of carers rating aspect as 
“quite important (4) or 
“extremely important” (5)
Percentage of total sample (N 
= 30)
Communication 21 7&0
Physical contact 19 6^3
Friendship 22 7L3
Practical help 16 533
Decision making 11 367
Other 21 7&0
Appendix 4.ii Five Aspects Considered as Most Important in the Carers’ 
Relationship in the 6-Month Follow-up Inteiwiew
Aspect No. of carers rating aspect as 
“quite important (4) or 
“extremely important” (5)
Percentage of total sample (N 
= 10)
Communication 6 6&0
Physical contact 4 4&0
Friendship 10 100.0
Practical help 4 400
Decision making 6 6&0
Other 9 9&0
A comparison of aspects listed as important in the carers’ relationship five years 
previously (pre-illness) and at the 6-month follow-up interview demonstrated that 
priorities in the relationship changed over time. Friendship was rated as the most 
important aspect at both times, but “communication” became less important and 
“other” considered more important. Carers cited activities such as “being together” 
and “going on outings” at the follow-up interview, and activities such as “going on 
holidays” and “seeing the grandchildren” in the “Other” category in the initial 
interview. Practical help and decision making were predictably considered less 
important in the follow-up interview, due to the deterioration of the carers spouses and 
subsequent inability to contribute much in these areas.
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ABSTRACT
This study evaluated the content of pre-retirement courses in 
Britain by isolating the factors which were important to retirees 
in adjusting to retirement. These factors were then compared to 
the issues discussed on the courses to see if they were 
addressed. A total of 72 subjects completed four questionnaires 
which looked at life satisfaction, social support, personality 
traits and aspects of the individual's own retirement. Results 
demonstrated that feeling "ready" and "glad" to retire, and 
planning retirement were important precursors for successful 
adjustment. Low levels of anxiety, adequate social support and 
high scores on an Adjustment Rating Scale were found to produce 
high levels of life satisfaction. Pre-retirement courses did not 
appear to address many of the psychological issues involved in 
retirement, although financial and practical aspects were 
generally well-covered. It seems important therefore, for courses 
to emphasise the implications of retirement for life change, in 
order to increase their effectiveness and fulfil the aim of 
preparing people for retirement.
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CHAPTER ONE
AN INVESTIGATION OF THE FACTORS THAT AFFECT ADJUSTMENT TO 
RETIREMENT - ARE PRE-RETIREMENT COURSES ADDRESSING ALL THE 
ISSUES?
INTRODUCTION
A STATEMENT OF THE PROBLEM
The area of old age is becoming an increasingly important focal 
point for research. Statistics from the World Directory of Old 
Age (1989) indicate that within the next 35 years the percentage 
of people over the age of 65 in Great Britain will increase from 
15.1% to 18.7%. This will exceed the percentage of people aged 0- 
14 (18.5% in 2025).
With the innovations made in medicine human lifespan is reaching
its potential. People are now living well into their 70s and 80s,
creating a large increase in the elderly population, in contrast
to a reduction in the birth rate. By the year 2001 the number of
people aged 75 and over is expected to represent 48% of the total
elderly population (defined as being 65 upwards). Within this
old-old" population, 13% will be aged 85 and above (W.D.O.A.; 
1989) .
The statistics quoted above have major implications for the 
country's social and economic conditions. To date, approximately 
one third of all households include a person of pensionable age, 
with more than a third of elderly people living alone. It is also 
reassuring to note that, at this stage, most pensioners live in 
the community. Only 4% currently live in institutional 
accommodation, although this figure may rise with the higher 
incidence of Alzheimers Disease predicted in the future 
(W.D.O.A.; 1989).
So what is the point in divulging these statistics at the 
begining of a thesis? The main aim is to draw attention to the 
rate at which the general population is ageing, and to address 
the issue of whether western society and Britain in particular, 
is equipped to cope with these changes.
The increase in lifespan suggests that people who retire at 
mandatory pension age still have many years left to live. This 
raises economic issues for the country. Will Social Security 
pensions still be available to people in the future? If so, will 
it be sufficient for sole living costs, or will it merely become 
a subsidy, even for those people in poor financial situations? 
Will the state pension be abolished completely with private 
pension plans becoming the only source of income in old age? Will
the increase in elderly people lead to an eventual increase in 
the mandatory pension age?
The social situation too, is likely to change dramatically, with 
more people requiring heavier, long term use of health facilities 
and medication. As people become older they are likely to need 
more help from relatives and carers. This implies a greater 
psychological strain on adult children who will themselves be 
nearing retirement age, and, unless the situation changes 
drastically, few supporting services to help them.
The issues highlighted are just a few of the problems which will 
have to be solved in the near future if society is to continue 
caring for its people. There are no easy answers at this stage, 
however the situation could be eased somewhat if people can be 
encouraged to help themselves, and to become aware of the 
possible pitfalls.
Retirement is often seen as the beginning of old age and many 
role change expectations may be placed on an individual as a 
result. This can produce a retirement situation which is a 
traumatic life event instead of a pleasant experience. To reduce 
this possibility, it is important that the transition from work 
to retirement is carefully planned and not suddenly encountered.
Retirement involves many life changes. Issues such as financial 
security, physical and mental health, social support and 
relocation can all pose problems if they are not clearly thought 
out before retirement occurs (Draper et al, 1967).
Earlier research found that role loss in elderly people, 
primarily in widowhood has a profound effect on an individual's 
coping resources and life satisfaction (Elwell, 1986). This has 
also been suggested in research on the effects of retirement 
(Mattila et al, 1989).
If people can be encouraged to plan for their retirement, the 
chances of successful adjustment should be increased. Careful 
planning will have advantages in increasing the retiree s 
awareness of the opportunities available with the advent of more 
free time. People may choose to remain in the work-force part- 
time, or to engage in voluntary work (two areas of growing need 
in the future). Providing pre-retirement education to teach 
people how to maintain their physical and mental health will not 
only benefit the retirees themselves, but will also assist in 
reducing the pressure on health services.
If such ideals could be achieved, people who retire would be more 
psychologically prepared for a change in lifestyle. Life 
satisfaction could be maintained or increased, causing the
transition from work to retirement to be a pleasant and rewarding 
experience.
This research aims to look at the factors which are important to 
individuals in helping them to retire and investigates whether 
the pre-retirement courses currently available actually address 
these issues in sufficient depth.
THE PRESENT SITUATION
It has been known for some time that help should be provided to 
increase a potential retiree's awareness of the life-changes 
approaching. The first pre-retirement courses were established in 
1954 and developed slowly over time. However, although there is a 
recognised need, only 6% of registered companies, 3% of trade 
unions and 70% of police departments offered pre-retirement 
courses in the U.K. in 1982 (W.D.0.A.;1989). A recent survey 
suggests that only 2% of retirees have any kind of pre-retirement 
education (Coleman, 1982), and there is conflicting evidence 
regarding its usefulness, eg. Glamser (198i)-
Courses differ greatly between and within companies and adult 
education establishments. The content varies from purely factual 
advice, such as claiming pensions and investing savings, to some 
kind of psychological preparation, eg. thinking of the identity 
changes involved in job loss and the increase in free time. 
Coping strategies may be discussed in these instances.
The remainder of this introduction will now focus on a review of 
the literature to date. Definitions and current theories will be 
examined, together with the findings of previous research and how 
it has contributed to present knowledge of the process 
surrounding adaptation to retirement.
A REVIEW OF THE LITERATURE
DEFINITIONS OF RETIREMENT
Retirement itself is a relatively recent phenomenon, 
characteristic of affluent industrial and postindustrial 
societies. In previous centuries man did not worry about adapting 
to retirement, since it was virtually nonexistent. Now, however, 
there is compulsory age-based retirement in many occupational 
sectors, and the tradition of retiring from work at the age of 65 
in most other sectors.
In 1954 Tibbitts, one of the foremost pioneers in the field of 
gerontology introduced the term "social gerontology" to describe 
the study of the impact of social and sociocultural factors on 
the ageing process. Tibbitts recognised that ageing does not 
exist in a vacuum, but occurs in a social context which helps to
determine the meaning of ageing as an individual and societal 
experience.
Attempts have been made to define "retirement" but these are 
generally oversimplistic. Atchley (1977) defined it as a term 
which was "generally reserved for separation from those positions 
that bring monetary rewards". This definition provides no insight 
into the major social and psychological implications of an 
individual's retired state. It would seem therefore that the term 
needs to be broken down into several components.
The word "retirement" is used in a variety of different contexts, 
including (1) the stage of life following work or career, (2) the 
event of giving up work, and (3) the process of giving up work 
and adapting to other roles (Howard et al, 1982).
When retirement as a stage of life is conceptualised, there 
appears to be general agreement that it is "the period following 
a career of job-holding, in which job responsibility and often 
opportunities are minimised and in which economic wherewithal 
comes by virtue of having held a job for a minimum length of time 
in the past." (Atchley, 1972). This definition cannot be used in 
operational terms, and Atchley (1979) has argued that no single 
definition of retirement can meet research needs in all 
disciplines. The difficulty in defining retirement is a major 
problem, and the variety of definitions in use probably accounts 
for the inconsistencies found in research results.
There has been a shift away from the traditional approach of 
studying retirement as an event to studying retirement as a 
process involving continuous adaptation, eg. Shanas (1972) and 
Keating (1980). Retirement has been identified as a very 
stressful life event, which intensifies the need for adaptive 
responses on the part of the individual. It is ranked tenth on 
the Social Readjustment Rating Scale, which assesses the stress 
potential of various events typically encountered over the course 
of life (Holmes, 1967).
ADAPTATION
Adaptation means many things to different people. The word is 
often used to describe the slow modification of an individual or 
group behaviour in adjusting to a general cultural environment. 
This particular meaning is most suitable when applying the term 
to retirement (Howard et al, 1982).
Psychologists tend to use the word "adjustment" rather than the 
word "adaptation", but both will be used interchangably here. It 
is important to recognise that retirement is not an isolated 
event occuring late in life, which suddenly requires a person to 
show some new characteristic or behaviour called adaptation. 
Adaptation is a life long process, and many personality
psychologists view the whole of life as a contuinuous process of 
adjustment and growth.
Personality is considered to be the foundation of adjustment 
(Goodstein, 1975). There is, as yet, no comprehensive theory to 
predict how well an individual will adapt, but there is some 
general agreement about the basic components involved in the 
process of adaptation. The following points illustrate a few of 
these generalisations:
1. Basically, man can be viewed as an adaptable creature.
2. Because we live in an environment that is constantly changing, 
everyone is exposed to situations that produce stress and require 
adaptation.
3. Two major categories of responses to social adaptation exist:
i. One of coping mechanisms which includes defence mechanisms;
ii. Problem-solving approaches to stress, which implies active 
decision-making. (Atwater, 1979).
4. Adaptation can be more or less successful.
These ideas lead to the conceptualisation that the retirement 
process is one in which changes in the physical and social 
environment act on the individual to produce stress. In response
to this stress, the person adopts some form of coping mechanism 
and adapts more or less well to the situation. Important 
variables will influence this process, and these ideas have been 
used in an effort to formulate theories of adjustment to 
retirement.
THEORIES OF THE RETIREMENT ADAPTATION PROCESS
Besides work-related variables, retirees need to adjust to a 
variety of life change events associated with the process. Shifts 
occur in at least three important personal resources: a decrease 
in personal income, an increase in free time, and a potential for 
declining health and decreased activity. Two sociopsychologic 
variables involve changes: the altered relationships individuals 
have with their interpersonal environment and the altered 
societal perceptions about their role in society after 
retirement. These variables have been used within several 
frameworks.
a c t i v i t y t h e o r y or SUBSTITUTION THEORY
Friedmann and Havighurst (1954) suggested that giving up work 
creates a sense of loss for a person. In response to the loss, a 
substitution for work is developed. This theory suggests 
therefore, that one set of activities will be replaced by another
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set, which will provide the retiree with the satisfaction he 
previously obtained from his work.
The theory focuses on the meaning of work for an individual. If 
the merit of a theory were judged purely on the basis of the 
research generated from it, this theory would be extremely 
important (Howard et al, 1982). However, attempts have been made 
to relate the meaning of work for an individual to his ultimate 
adjustment in retirement. Very few conclusive results have been 
reached as to the relevance of the activity theory as a framework 
in todays society, eg. Atchley,(1975).
This theory was an important first step in guiding retirement 
research, but more recent findings suggest that the substitution 
theory is limited in explaining how adaptation to retirement 
occurs.
THE CRISIS MODEL
The crisis model suggests that people's lives usually exist in a 
state of equilibrium with their interpersonal environments. A 
life event that upsets this balance may result in a psychological 
crisis. This crisis occurs when individuals find that they are 
unable to maintain an appropriate relationship with the world, 
using behaviour in their repertoire which has previously been 
successful. Retirement is therefore seen as upsetting the balance
1 1
between the individual and society, and results in crisis 
(Eisdorfer, 1972). Like the activity theory, this model holds 
that work is the most important avenue for integrating the 
individual into society. Retired people lack clearly defined 
norms for behaviour, and thereby experience a decrease in life 
satisfaction.
The theory emphasises that leisure is incapable of providing the 
person with the kind of self-respect obtained from working 
(Miller, 1965). Critics of this view state that adjustment 
problems associated with retirement are not the result of the 
loss of work and the subsequent identification it provides, but 
that leisure can act as a substitute when necessary, and will 
provide identity for that individual (eg. Atchley, 1971; &
Shanas, 1972).
DISENGAGEMENT THEORY
In many ways the disengagement theory is the opposite of the 
activity theory. It states that "retirement is a necessary 
manifestation of the mutual withdrawal of society and older 
persons from one another" ( Gumming & Henry, 1961).
a result of physical decline, an inevitable mutual withdrawal 
process sets in, and there is decreased interaction between the
1 2
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person and society. Substitutes for work are not necessarily 
sought after. This is considered to be a mutual process between 
the individual and society - society tries to disengage the older 
worker, and the latter is inclined to disengage because he cannot
maintain the pace.
The disengagement theory is generally found to be too extreme. 
Alexander (1985) for example, emphasised its shortcomings:
1.The developmental aspect of ageing has been underemphasised;
2. NO life stage is static and the state of old age is no
exception;
3. The retiring individual must be aware that they have options 
at any stage of ageing. The amount of activities can therefore be
increased or decreased as desired.
4. Western society offers little in the way of engagement. If it 
is a psychological process it would be seen in other cultures
too.
5. "To the extent that disengagement does occur, it is largely a 
matter of society disengaging from the individual, rather than 
the individual willingly disengaging from society (Atchley,
1977).
General observation of older people in our society suggests that 
many retirees actually adapt successfully without totally 
disengaging themselves from society. They may disengage from
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,ork, but participate in, and interact with, society in many 
)ther roles.
PHF. a c c o m m o d a t i o n  p r o c e s s
Accommodation is a process in which the person achieves a new 
distribution of energies in new roles and new modes of behaviour 
after retirement (Shanas, 1972). Adjustment is seen as a 
continuing process of accommodation. Central to this theory is 
the idea that occupation cannot be replaced by leisure, but that 
retirement is a process involving a period of change. Adaptation 
is seen as being dependent upon the nature of life changes that 
have resulted from this event. The process of adapting to 
retirement begins when retirement is first considered, and is 
completed when the person has achieved a new distribution of 
0nergî6S in non-work roles.
Role-task work is "the sustained and directed effort of the mind 
in which a person seeks to synthesise society's requirements of 
the new retired position with their own needs, interests and 
aspirations" (Shanas,1972). Successful role-task work results in 
a set of personal policies by which the person adjusts to new 
conditions, depending on their needs. It is an active, ongoing 
process engaged in by the person who gives up old roles and takes 
on new ones. It demonstrates the link between the person s 
assessment of their personality, their present conception of
1 4
themselves and their condition, and an assessment of the 
requirements of their new position in society" (Hodgson et 
al,1965).
Leisure roles are not a substitute for work in this theory; 
individual problems do not occur because of missing the work role 
but because other major life changes occur at retirement, eg. 
income reduction. Shanas therefore concludes that retirement 
income is critical in adjustment.
CONTINUITY THEORY
The continuity theory provides the best framework for analysing 
retirement adaptation. Its major advantage is that it accounts 
for the fact that many people adjust well to retirement. Only one 
third of the retired population encounters difficulties in 
adjustment (Atchley, 1975). The theory highlights the importance 
of a relatively stable pattern of previously established role 
behaviour to maintain life satisfaction.
People who have difficulty in adjusting to retirement can be 
people with a low level of tolerance for any change (inflexible). 
Atchley believes that a crucial variable in the retirement
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adaptation process is the individual's hierarchy of personal 
goals.
The main question is whether retirement is an important enough 
change to merit a reorganisation in the hierarchy of personal 
goals. If work is high in the hierarchy and success has not yet 
been achieved, the person can be expected to seek another job, or 
be forced to reorganise his goals. If work was not high in the 
hierarchy, retirement will not result in a serious change. Thus, 
the continuity theory suggests that few individuals rest their 
entire identity on a single role.
SUMMARY
The theories discussed illustrate the main concepts thought to be 
important in adapting to retirement. They suggest that work role 
plays an important part in providing an individual with his 
identity. It is this loss of identity that subsequently causes 
problems with adjustment if it has not been previously prepared 
for. However, these theories fail to account for the fact that 
retirement is, in fact, a process, where people will encounter 
different stages during their adjustment to retirement (a useful 
analogy is that of the bereavement process).
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Atchley (1972) has proposed that retirement should be regarded as 
a process involving seven phases:
1. The remote phase - retirement is recognised as an inevitable 
event which will occur at the end of an individual's career, but 
it is too far in the future to contemplate seriously.
2. The near phase - a person is aware of impending retirement and 
begins to realise its implications.
3. The honeymoon phase - this is an exciting time with the 
opportunities to do all the things a person never had time to do 
whilst working!
4. The disenchantment phase - the retiree may discover the 
difficulties which retirement brings with it; ie. inadequate 
pension, loss of friends and perhaps of health.
5.& 6. The reorientation and stability phases - these involve 
acceptance of retirement and establishing an organised and stable 
life.
7. The withdrawal or termination phase - this is where illness 
leads to death.
1 7
Atchley's model supports the continuity theory, and this theory 
is becoming the most widely accepted amongst researchers, with a 
growing body of data to support this process (eg. Keating & 
Marshall, 1980; Bell, 1978).
The problems of inadequate and widely differing definitions of 
retirement were mentioned earlier. These difficulties have 
prompted much research in order to generate a clearer picture of 
the factors involved in the retirement process. These will now be 
reviewed.
PREVIOUS RESEARCH CARRIED OUT TO INVESTIGATE RETIREMENT
Earlier research has focused on a variety of issues in an effort 
to elicit the importance of certain variables on retirement. 
Amongst these, issues of health, income, timing of retirement, 
relocation after retirement and importance of the work role prior 
to retirement have all been addressed, together with broader 
issues of social support networks, personality, gender and race 
differences in experiencing retirement.
HEALTH
Health has been found to play a major role in the success or 
failure of adjusting to retirement (eg. Beck,1982; Kremer, 1985).
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iraper (1967) found that health and retirement were strongly 
■elated, with higher retirement satisfaction being linked with 
,ood health. This has been supported by Cutler (1973) and De 
:arlo (1974). Similarly, in studies where dissatisfaction with 
retirement has been found, there has been a strong correlation 
vith health problems (eg. Barfield et al, 1978).
Thompson (1972) carried out a major study of 1589 men aged 65 or 
older. He found that perception of health was the major predictor 
of age-related satisfaction. He suggested that lower morale 
amongst some retirees was explained by the more negative 
perceptions of their health rather than their true state of
health.
Soumerai and Avorn (1983) support this finding with their study 
on the impact of part time work on the perceived health and life 
satisfaction of a sample of retirees. They found that people who 
participated in part-time work (in this case, gardening for the 
local council), had increased life satisfaction scores on the 
Life Satisfaction Index compared to controls. They also had 
higher levels of self-esteem and perceived good health.
Health is frequently cited as a major reason for early retirement 
(eg. Kimmel et al, 1978; George, 1977). Tollman (1971) reported 
that income followed by health were the two major considerations 
for 442 car-manufacture workers, aged 60-65, although other early
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retirement benefits may have affected the results. Poor health 
was also found to be related to socioeconomic status, with floor 
workers being more likely to cite health as an important factor 
in the decision to retire than those in managerial roles.
There is a widely held belief that retirement itself can cause a 
decline in physical and mental health. This is supported by the 
fact that mortality rates in industrial societies dramatically 
increase after 65 years of age, particularly among men. However, 
research has been unable to relate this directly to retirement 
(eg. Casscells et al, 1980; Adams, 1980). Generally, research 
shows little or no decline in health due to retirement.
A major problem with health research is its measurement. Apart 
from medical notes or medical examinations of subjects, it is 
extremely difficult to obtain objective measures of an 
individual's true state of health. This may not be essential 
however, since findings suggest that perceived health is the 
factor affecting life satisfaction with retirement. It would seem 
then, that perceived good health is critical for successful 
adaptation.
iNœME
Income has been strongly correlated to adjustment in retirement, 
with financial difficulty being linked with retirement
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dissatisfaction (eg. Glamser, 1981). Unlike the case of health 
perception, inadequate income is inextricably linked to loss of 
work. It has also been found to be the only variable directly 
related to work, which has a high correlation to ease of 
adjustment to retirement. Research demonstrates that those who 
are dissatisfied with retirement cite low income as the cause 
(eg. Atchley, 1976). Similarly, more satisfied retirees have been 
found to have higher incomes (Darnley, 1975).
A study carried out in Canada in 1977 found a strong relationship 
between income and health, since 60% of retirees with adequate 
incomes felt they had adequate health. Only 21% of those with 
inadequate incomes felt they had adequate health. Thompson (1958) 
made an important observation that favourable attitudes towards 
retirement were largely a result of expected retirement income.
It appears however, that the retirees perception of an adequate 
income is more important than a particular sum. Whilst one 
individual may perceive anything less than £20,000p/a to be 
inadequate, another may be satisfied with £6,000p/a. It is often 
the perceived security of income which is more important to 
retirement satisfaction than either income alone or standard of 
living alone (Draper, 1967).
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TIMING OF RETIREMENT
Many people nowadays have more choice about when to retire. Three 
main groups of retirees are apparent as a result of this choice. 
Those who retire early (meaning those who retire before the state 
pension age in Britain, or those who retire earlier than company 
pension age); those who retire normally, at state pension age or 
according to company policy; and those retire later than age 65. 
Many variables may be involved in deciding the time at which an 
individual retires.
It is interesting to note that the age of 65 had no magical 
properties when it was chosen to be the mandatory retirement age. 
Neugarten (1974) states that 65 was simply "the year chosen for 
eligibility for social security benefits" (within the U.S.A). She 
goes on to explain that "this decision reflected the economic 
situation and the manpower needs of the country in the 1930s. Age 
65 otherwise has no reality as a particular turning point in the 
life of the individual".
This particular age was originally established by Congress with 
industrial workers in mind, and was not intended to have any 
bearing on employees outside that group. By adopting the age of 
65 as the uniform retirement age, certain attitudes and
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expectations have built up throughout society concerning the 
"older worker".
Many people approaching retirement age are perceived as 
possessing obselete skills, having an inability to learn new 
ones, lagging in performance and showing decreased productivity, 
having personality deficits which render them inflexible, and 
being more prone to health problems (Alexander, 1986). Butler 
(1976) has found that these attitudes are prevalent not just in 
physical work settings, but also in academia, law and medicine.
Whilst general attitudes towards retirement may have a bearing on 
an individual's decision to retire, there are also more important 
considerations. Health problems may cause an individual to retire 
early, partly from choice (in achieving an alleviation of the 
symptoms) and partly from necessity (being unable or unwilling to 
continue work). Income level and financial security on the other 
hand, may produce a desire to continue working, maybe even past 
mandatory retirement age.
The amount of satisfaction gained from work is an important 
predictor in the decision to retire. Havighurst et al (1979) 
studied a group of academics and the changes in their lifestyles 
at the age of 60 and beyond. They found that many academics 
continued to work after state retirement age for intrinsic rather 
than extrinsic rewards. This finding has also been supported by
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Atchley (1971). Cohn (1979) found that academics who had starte 
their research careers at an earlier age had a tendency to 
publish more research throughout their lives. This trend did no 
.top abruptly at 65, but continued at a steady rate, due to the 
tntrinsic rewards of their work. Those academics who were more 
involved with the teaching aspects of their careers also 
continued to do so after 65, but tapered off with time. This 
finding demonstrates that life-styles established m  earlier 
ndult life are carried on into old age, supporting the continuity
theory.
It has been shown that the stress involved in a job has a 
.ignificant bearing on the decision to retire. The age at which 
the job was started also appears to have implications.
Kilty et al (1985) looked at retirement intentions and a 
O f  professional workers. They found that those people who started 
their careers earlier (eg. in their early twenties), entered 
highly stressful jobs (in this case social workers and school 
teachers), with less flexible work routines but more outside 
interests, tended to retire earlier. Those who began their 
careers later (because of requiring further education), had more 
flexible routines but less outside interests (in this case 
lawyers and college professors) chose to retire later. This study 
suggests that amount of education may be important in considering 
the timing of retirement. Indeed, Barfield (1978) found that high
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retirement satisfaction was linked to having at least a high 
school education and possessing interpersonal skills.
An important aspect mentioned in Kilty et al's study was that of 
having outside interests and activities unrelated to work. 
Friedman and Havighurst (1954) proposed that good adjustment in 
retirement is dependent on finding meaningful activities that 
provide the satisfactions obtained from work.
Peppers (1976) noted a greater satisfaction of retirement amongst 
individuals who keep active and involved in their retirement. 
Similarly Streib et al (1958) recorded a decrease in personal 
adjustment amongst those who reported being bored and unable to 
keep themselves occupied.
One pattern found in later than normal retirement is that of 
"tapering off" (Alexander, 1986). It has been suggested that the 
shock of sudden departure from work impairs the mental and 
physical health of many people. With later retirement (an option 
often chosen by professionals) it is possible to retire in 
"stages". In this way, work load and hours can gradually be 
reduced, along with a subsequent decrease in salary. This 
technique could also be implemented for those wishing to adjust 
to retirement gradually, in all areas of the job market.
25
ri summary, it would seem that there are many factors which 
nfluence a person's decision to retire. The review here has been 
ritten from an assumption that people can choose when to retire, 
q L in many areas of work this is not the case. Whether 
etirement is voluntary or compulsory has a vital influence on 
ow well adjustment occurs. There is consistent evidence that 
oluntary retirement is positively associated with satisfaction 
n retirement (eg. Peretti, 1975). Voluntary retirement has a 
lositive influence on emotional satisfaction, usefulness, self— 
mage, emotional stability and interpersonal relationships 
Peretti, 1975). Voluntary retirees often have higher income, 
ligher occupational status, better health status, more positive 
reelings towards retirement, and higher life satisfaction 
[Kimmel,1978).
It is important to note that no particular time has been 
postulated as the ideal time for retirement to take place. As 
with many life changes, the ideal time for retirement will vary 
between individuals, depending on all the variables discussed and 
the situation of the individual at a particular point.
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THE IMPOETAKCE OF JOB SATISFACTION AICD ITS RELATION TO RETIREMENT 
ADJUSTMENT
Much research has focused on the area of job satisfaction and its 
relationship to retirement. The findings of such research have 
contributed to investigations of the activity and accommodation 
theories. When looking at job satisfaction, a distinction is 
often made between the "intrinsic" and "extrinsic" work 
satisfactions to indicate noneconomic versus economic 
satisfactions derived from work (Cohn, 1979).
There is little evidence to suggest that job satisfaction is 
significantly related to retirement adjustment (eg. Stokes, 1967; 
Goudy, 1975). If the disengagement theory were correct, job 
satisfaction would be expected to decline as the worker becomes 
disengaged from the workplace. Cohn (1979) found that there were 
decreases in the importance of intrinsic work satisfactions for a 
sample of men during the later stages of their working lives. 
However, this was not due to lower levels of satisfaction, but a 
result of the satisfactions the men derived from work being 
transferred from the actual experiences of work to its 
consequences, eg. retirement. This finding supports the 
accommodation theory of transferring job satisfaction to other 
sources. Atchley's model of goal hierarchies is also supported 
here, as the importance of certain goals are presumably 
rearranged.
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Cohn concluded that there is a decline in intrinsic work 
satisfaction in later working life, which does not affect an 
individual's global well-being adversely. He suggests that given 
this finding, the age of retirement could be lowered without 
producing a sense of loss of identity for the individual. He also 
points out that earlier retirement would allow an individual to 
enjoy a new lifestyle with good health.
Some studies have taken a different perspective in investigating 
work satisfaction, by separating those individuals who derive 
satisfactions from intrinsic reasons, as opposed to extrinsic 
reasons.
Draper (1967) interviewed 657 employed and 404 retired workers 
and found that when the chief satisfaction from work was 
economic, they felt more willing to retire than those who enjoyed 
the work itself. O'Brien (1981) looked at individuals who were 
internally controlled (ie. believed that desired goals were 
achieved through personal effort) compared to those who were 
externally controlled (they believed goal achievement was largely 
dependent on the environment). He found that locus of control had 
a significant effect on satisfaction with life and retirement.
O'Brien suggested that if people are in jobs which match their 
skill level, there will be no difference in work satisfaction 
between internally and externally controlled individuals. When
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retirement takes place however, internally controlled people 
adjust better than externals. This occurs because internals have 
better coping resources to enable them to structure their free 
time more effectively. Externally controlled people however, 
require more structure to be imposed with their time. O'Brien 
therefore postulated that retirees who are externally orientated 
will receive more satisfaction with retirement in a social 
environment which provides structured activity. Internals, by 
contrast, should be more satisfied in environments providing 
opportunities for self-directed activity.
In summary, research into job satisfaction finds no support for 
the disengagement theory, but suggests that satisfactions from 
work are transferred from the workplace to retirement, supporting 
the accommodation theory. Satisfactions from work may also affect 
the type of activities subsequently taken up in retirement.
RELOCATION AFTER RETIREMENT
There is a general ethos within society today that it can be 
desirable to move to a location which an individual has always 
wanted to live, but has not previously had the opportunity. This 
opportunity often becomes available upon retirement, when the 
bonds of work no longer tie a person to a particular area. The 
retiree is thus free to move to his "paradise" to enjoy the rest
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of his life. However, the outcome of such a move can be a 
disappointing one if it is not carefully thought out. Even with 
planning, the idealism of a new home, miles away from familiar
friends and family may not match the realism of the situation
(Jacobs, 1974).
People who do move some distance to a new location in which they 
have no contacts, can suddenly find that they have no social 
support network, and that much hard work needs to be invested in 
constructing a new one. Little research has been done in this 
area to date, which is surprising considering that people are now 
more mobile than ever. Hendrick et al (1982) have investigated 
the social and emotional effects of geographical relocation on 
retirees in the United States.
Hendrick et al divided the effects of relocation into two time
periods: (a) an initial stressful period when the move itself
takes place and new life patterns develop (lasting about 6-18 
months) and (b) development of long-term satisfaction or 
dissatisfaction in a new location. Hendrick compared two main 
groups: retired people who moved to South Florida after 
retirement; and retirees who had been long-term residents of 
South Florida prior to retirement.
A distinction was also made between the type of accommodation 
people chose to move to, since Florida has specially designed 
retirement communities for retirees, in addition to "regular"
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housing in the general community. They therefore separated 
subjects into four subgroups: relocated-retirement housing, 
relocated-regular housing, nonrelocated-retirement housing, and 
nonrelocated-regular housing. Individuals who had been retired 
for 18 months or longer participated.
Hendrick et al found that the reasons given for retirement 
varied. 25% of both groups listed "more leisure time", and about 
25% of each group listed "health" as the major reason for 
retirement.
Only 13.5% of the entire sample said that they had attended 
formal pre-retirement courses, and less than half of the whole 
sample had made any prior plans.
Over 50% in each group indicated that it took them less than one 
month to adjust to retirement, but 25% said that were still not 
adjusted. In the overall support network, the relocated subjects 
were twice as likely to have a net loss compared to the 
nonrelocated subjects (60% vs 30.7%). Nonrelocated subjects had 
no change, or an increase in their support networks.
Despite differences in social support, over 90% of both groups 
felt "very satisfied" or "fairly satisfied" with their lives. 
Significant differences between the groups on social support were 
found:(a) the amount of visitors relocated subjects received to
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eir homes was lower; (b) the amount of visits made to ot 
copies houses were lower and (c) a reduction in the amount of
ilephone interactions made.
,e results showed that while isolation was somewhat influenced 
y relocation status and type of residence, similar effects were 
ot observed for items reflecting adjustment or satisfaction, 
endrick et al found that people most at risk of alienation were 
hose where the relocated person moves into the general community 
,nd the nonrelocated person moves into a retirement community.
. study by Sherman et al (1968) suggested that people who move 
into retirement communities from their local area are often 
single, having been widowed. This would account for the greater 
problems of adjustment for nonrelocated subjects who moved into 
retirement homes in this sample.
The sample used in this study were largely middle class white 
Americans who had many options available to them. The subjects 
were in the "young-old" category, since the "old-old" may have 
different types of problems when relocating. For example, they 
are more likely to have outlived their financial resources, to 
have children entering retirement, and to have lower levels of
health.
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4ith the increasing number of women in the workforce, greater 
interest is being shown in the psychological differences of 
adjustment to retirement between men and women. Early studies 
assumed that women would have less difficulty than men in 
adjustment, since it was thought that the work role was of lesser
importance to them (eg. Gumming & Henry, 1961).
Donahue et al (I960) state that "the working role for women still 
does not have a social value equivalent to homemaker or user of 
leisure ... it is likely, therefore, that to leave a second or
third class role presents less of a dilemma than one which is
recognised as a prime function of the individual". More recent 
research suggests that the case may actually be reversed, with 
women having more difficulty adjusting to retirement than men 
(eg. Cherry et al, 1984). Women may have more role changes to
adjust to, since they are often expected to support their
partners through their retirement adjustment too. Becoming used 
to a partner spending much more time in the home may also cause 
friction, as women may feel that they have lost a certain amount
of freedom.
Atchley (1976) carried out a study investigating some 
social and psychological differences between men and women. He 
matched males and females for age, marital status, education and 
income adequacy. The comparisons looked at attitudes towards work 
and retirement, self-concept, psychological well-being, self-
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reported health, perceived income adequacy and perceived 
participation. Atchley found that compared to older men, older 
women were found to be as work-orientated and more likely to take 
longer times to adjust. Older women were also found to report 
more "negative" psychological symptoms, while men were more 
likely to see changes in social participation.
women were found to retire earlier than men, and described this 
as voluntary retirement. This trend may have resulted from most 
women being married, with their husbands being older. If the 
couple were to retire together, the men may retire at mandatory 
retirement age, with the women choosing early retirement to match 
their husband's. Streib and Schneider (1971) also found a similar
pattern in their results.
Loneliness was significantly more prevalent amongst women, with 
higher anxiety ratings and lower self-esteem. A higher prpportion 
of older men saw themselves as being old, compared to olde 
women, but more women were found to be clinically depressed than 
men. The social pressures on women to "stay young" may affect the 
unrealistic perceptions of their age, causing them to become 
psychologically stressed about ageing than men. They may 
therefore wish to hold on to their working role in order to 
maintain self-esteem. Generally however, respondents of both 
sexes reported high self-esteem and stable self-concepts.
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Women were found to have more inadequate incomes, but broader 
social support networks, whilst men perceived themselves as 
having less contact with friends compared to during their working 
days (Atchley, 1976). Earlier studies however, found no sex 
differences in friendship behaviour (eg. Powers et al, 1975).
This may be because Atchley looked at perceived behaviour, with 
men perceiving more changes than women in the absence of actual 
differences. Elwell et al (1982) suggested that this change was 
particularly marked in widowhood. Men often lose their only 
confidante with the death of their spouse. Their social support 
network also decreases because friends would have treated the man 
as part of a "couple" within the social framework in which their 
lives would have previously existed.
Elwell investigated the consequences of role loss for the 
elderly, once retirement is encountered. She hypothesised that 
the effect of role loss would increase with age. As age 
increases, people may be more vulnerable to stress because they 
are more dependent, less mobile, and have fewer social roles.
This will result in an individual feeling that they have less 
ability to cope with and control their lives.
Elwell found that role loss has an indirect and a direct effect 
on coping resources and life satisfaction, particularly for men. 
She also suggested that men and women use different coping 
resources in mediating stress. This can be related back to
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Atchley's findings where women try to maintain previous roles, 
whilst men accept new ones.
The research on gender differences does not fit neatly into any 
particular theory. Whilst it seems that men may follow the 
accommodation theory or the goal hierarchy model in adjustment, 
women appear to follow the continuity theory. It is important to 
remember however, that the majority of men and women adjust well 
to retirement, and many find it a rewarding experience. The 
findings in the literature are very tentative and often produce 
gross generalisations. It is also possible that the differences 
observed here will not be the same for the up and coming cohorts 
of "new old people" (Cain, 1957).
RACE
Little research has been carried out into the factors influencing 
life satisfaction in elderly people of different races. If great 
differences were found, preparation for life events such as 
retirement would need to be restructured to suit the client 
group. Usui (1983) suggested that the factors important in life 
satisfaction for whites may not be important to the life 
satisfaction of blacks. Sauer (1977) reported that health, family 
contact, solitary activities, and gender significantly influence 
life satisfaction amongst whites. Only health and solitary
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activities have been found to influence life satisfaction for 
blacks.
Ursui et al collected data from 438 white and 219 black elderly 
people on the LSIZ (shortened, free response Life Satisfaction 
Index). They found that greater numbers of impairments led to 
lower life satisfaction for both races, but there was a 
considerably stronger negative effect for black than white 
respondents.
This finding may be due to poorer levels of education and 
financial security amongst black people, a case that is often the 
norm in western cultures. This would decrease the personal coping 
resources available to black people, when dealing with life 
events. Thus the differences which appear between blacks and 
whites may be a result of discrimination and fewer opportunities 
rather than race per se.
PERSONALITY
Personality characteristics are believed to play a part in 
retirement adjustment. Research has identified certain 
personality characteristics which are said to be linked to 
successful and unsuccessful adaptation. Reichard et al (1962) for 
example, isolated three main personality types said to be related 
to successful adaptation:
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1. Mature: these people find the transition into retirement easy, 
experience few conflicts, are realistic about their situation, 
and find satisfaction in their activities and relationships.
2. Rocking-chair men: these are generally passive and happy to be 
free of the responsibility of work.
3. Armoured: these men maintain defences against passivity and 
helplessness by remaining active.
In contrast, two types of personality who adjusted badly to 
retirement were:
1. Angry men: they feel bitter and feel that they have failed 
themselves and others in not achieving specific goals. They 
cannot accept old age.
2. Self-haters: these men also believe they have failed, and turn 
their anger inwards, becoming depressed and increasing their 
sense of inadequacy.
Bynum (1972) hypothesised that individuals possessing traits such 
as flexibility and farsightedness are likely to adjust well to 
retirement. Bishof (1969) believed that previous adjustment is 
important in retirement adjustment; those who have adapted 
successfully in the past will be more likely to meet present
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change successfully. This idea supports the continuity theory, 
and has much worth, since problem-solving skills are a facet of 
personality and play an important role in adapting to new 
situations (Howard et al, 1982).
There is some argument that the capacity for adaptive change 
decreases with age (Geist, 1968). More research needs to be done 
in this area to substantiate such an assumption. The area of 
personality is an interesting and complex one to investigate. 
Undoubtedly, an individual's personality will have a significant 
bearing on how he or she adapts to retirement, but, as usual, 
this must always be considered in conjunction with the many other 
factors influencing a person's past and present situation.
ATTITUDES TOWARDS RETIREMENT
The final area in this section considers the attitudes that 
people hold towards retirement. Streib (1971) suggested that 
people who are favourably disposed to retirement are more likely 
to adjust successfully.
Thompson (1972) reported that a favourable pre-retirement 
attitude facilitates, and is a useful predictor of a positive 
retirement experience. Similarly, Simpson et al (1966) found that 
a negative attitude towards retirement was associated with a 
failure to plan for, or seek information about retirement.
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Atchley (1975) thought that individuals attitudes toward 
retirement depended on the amount of disruption they expected it 
to cause them. He suggested that disruption is minimised if the 
person is engaged in several roles besides the job role.
The continuity theory receives overwhelming support from attitude 
research, however, little is known about the factors leading up 
to a positive attitude. From research conducted so far, results 
suggest that expected retirement income is particularly important 
as a predictor of attitude (Glamser, 1976), and the degree of 
expected continuity (McGee, 1979).
r.ONCLUSTONS OF RETIREMENT RESEARCH
There is a vast body of research covering many aspects of old age 
and retirement. It would seem from this review, that retirement 
requires considerable adaptation on the part of the retiree. Much 
of the work has attempted to investigate the retirement process; 
however the research is mostly cross-sectional, requiring many 
subjects to rely on recall when explaining the problems 
encountered in pre and post-retirement. More longitudinal studies 
are required to trace the actual adaption processes. Cohort 
differences may also vary widely in their experiences, and cross- 
sectional studies do not highlight these issues.
I
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Another criticism involves the measurement of adaptation itself. 
There is still no consistent measure of adaptation used, which 
makes comparisons between studies extremely difficult to 
undertake. Finally, Howard (1982) points out that there is no 
clear definition of what constitutes a retired person. This means 
that research is often based on subjective evaluations of what 
such a person may be, therefore causing samples to vary widely. 
However, the many and varied studies carried out to date have 
enabled an appreciation of the variables involved in the adaption 
process. These will now be summarised.
THE RETIREMENT ADAPTION PROCESS AND THE VARIABLES INVOLVED
Despite the research carried out on people who have difficulties 
adjusting to retirement, about 70% of all retirees adjust 
successfully. Of those encountering difficulties, 7% have been 
found to miss their jobs, and 23% have problems derived from the 
retirement process itself. For all retirees however, the same 
variables are hypothesised as being of importance in determining 
the overall level of retirement adjustment and life satisfaction 
experienced. A summary of these variables are given below.
1. WORK-RELATED VARIABLES
Work-related variables include i) work orientation, ii)
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ïcupational level, and iii) voluntary versus involuntary 
stirement.
. RESOURCE RELATED VARIABLES
h e s e variables include i) income, ii) socioeconomic status 
SES), iii) social support networks and iv) health.
SOCIOLOGICAL VARIABLES
his final category involves i) personality, ii) attitude towards 
etirement, iii) activity in retirement and iv) planning for 
etirement.
>lannina For Retirement
Planning for retirement has been associated with successful 
adjustment (eg. Greene, 1969; McPherson, 1979). Draper (1967) 
found that more satisfied retirees started to think about 
retirement at a younger age, made financial plans 11-15 years 
previously, had hobbies and accepted pre-retirement counselling 
beforehand. Greene and Pyron (1969) reported that 50% of their 
sample with low retirement adjustment scores had made no 
retirement plans.
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The main advantages of pre-retirement programmes is their ability 
to reduce the uncertainties of such a life change, which in turn 
reduces dissatisfaction with retirement and contributes towards 
maintaining physical and psychological well-being.
Pre-retirement programmes and planning will now be examined in 
further detail.
PRE-RETIREMENT PLANNING
The literature reviewed so far suggests that people who prepare 
for retirement have an increased chance of adjusting well to 
retirement and minimising the problems encountered. Employers 
have been aware of this for some time, and many now offer some 
form of pre-retirement course for their employees. The first pre­
retirement programmes were set up over 30 years ago and they have 
grown steadily in number ever since.
In the U.K. however, pre-retirement courses are still relatively 
rare. In a survey carried out in 1980, only 2% of older workers 
and retirees were found to have participted in any kind of 
retirement education. In 1981, a national survey indicated that 
3-5% of people over the age of 65 had received any type of 
preparation (W.D.O.A, 1989).
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In addition to meeting the needs of the workers, pre-retirement 
programmes are thought to be advantageous to employers by 
promoting better employee relations and encouraging early 
retirement of highly paid workers (Glamser, 1986).
TYPES OF RETIREMENT COURSES HELD
Pre-retirement programmes are known by many different titles: 
retirement planning, pre-retirement counselling, pre-retirement 
education, and preparation for retirement. These programmes have 
either an individual or a group approach. The individual approach 
focuses on one or two meetings, usually with a personnel manager. 
During these meetings, the prospective retiree is mainly provided 
with financial advice, such as pension benefits and savings 
plans. General retirement information may also be given. This 
method is popular amongst smaller companies in Britain.
Group methods are generally more comprehensive in their 
approaches. They are normally employed by larger organisations, 
and will either be given by outside conveners, or developed by 
the company themselves. Courses are usually held on a regular 
basis, maybe two to three times a year, depending on demand. The 
course generally consists of lectures, audio-visual material, 
group discussions and maybe role-playing. This approach aims to 
cover a broad range of issues and to deal with the feelings and 
concerns of the participants. The importance of the spouse in
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retirement is becoming increasingly recognised, and many courses 
now invite both the retiree and spouse to attend.
COURSE CONTENT
The content of courses varies widely, according to the length of 
the course, the client group targeted and the type of 
organisation. This variation can cause many inconsistencies 
between programmes, with the result that some people leave the 
courses better informed in more areas of retirement than others. 
Pre-retirement courses can range in length from one day, to a 
week's residential course, or regular meetings over a certain 
time period. Obviously the amount of time available will 
determine the programme's content to a certain extent, so it is 
hardly surprising that such a discrepancy between courses exists.
Two examples of pre-retirement programmes have been given to 
illustrate the variety of courses available (see appendix 1 ).
Both are held over two days, but the content differs quite widely 
between them.
TOPICS COVERED IN PRE-RETIREMENT COURSES
It can be seen from both programmes that there is a large 
emphasis placed on financial advice, with health being the second
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major issue,and the psychological aspects of retirement covered 
in a rather more arbitrary way. Sinick (1977) suggests that there 
are six areas of vital concern and potential difficulty when 
encountering retirement, that pre-retirement courses should seek 
to address :
a) income and finance
b) housing and living arrangements
c) health and nutrition
d) consumer education
e) personal safety
f) legal affairs.
The examples in appendix 1 appear to address all these issues 
apart from housing and living arrangements, and personal safety 
in the latter programme. Does this mean however, that they will 
be successful in preparing people for retirement? Heron (1982)
stated that there are six basic needs for a happy retirement:
1. Good physical and emotional health.
2. Adequate income, substantially above subsistance level.
3. Suitable accommodation.
4. Supportive associates and friends.
5. One or more absorbing interests.
6 . An adequate personal philosophy of life.
46
These needs are largely psychological in nature, and are mostly 
issues which cannot be addressed by receiving a 45 minute lecture 
on the subject. Pre-retirement courses cannot and should not be 
expected to solve these issues. However, the question remains as 
to whether they address important topics in sufficient depth to 
have an impact on participants, and encourage effective planning 
for retirement.
With the second example of a pre-retirement programme, the aims 
of the course were explained in participants' booklets. The aims 
proposed:
- To help participants, in a relaxed and informal setting, to 
step back from their everyday lives and consider the changes that 
retirement will bring and the sort of lifestyle they want to 
pursue.
- To provide information, ideas and advice regarding health, 
finances, home environment, activities and adjustment to 
retirement.
- To help participants make their plans for the future.
These aims appear to be sound and well defined. If the aims are 
fulfilled, many of the factors postulated as being important to 
adjustment to retirement will be addressed. Does this therefore
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constitute an adequate course, and if it is competent, what are 
the predictors of its success? Some of the past research 
investigating these phenomena will now be reviewed.
A REVIEW OF THE RESEARCH DONE INTO PRE-RETIREMENT COURSE 
EFFECTIVENESS
Despite the growing interest in retirement preparation there is 
little evidence of the long-term effectiveness of such 
programmes. Many studies seeking to evaluate pre-retirement 
programmes fail to produce valid and reliable tests because of 
methodological failures (Charles, 1971; Hunter, 1968). Most 
studies suffer from flaws such as small, self-selected samples 
(volunteers), no control group and immediate measurement of 
results (Glamser, 1981).
One study carried out by Glamser and DeJong (1975) attempted to 
overcome these problems. They used four randomly assigned groups 
of subjects and tested them on their knowledge of retirement 
issues before, and four weeks after, the completion of the 
course. They reported that the group discussion method was most 
effective in increasing knowledge of retirement issues. 
Participants felt more prepared for retirement and felt less 
uncertain about the future. They also showed an increase in 
planning for retirement and thinking about future activities.
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However, because the participants had not yet retired, no 
conclusions about the actual retirement experience could be 
gained.
Tiberi et al (1978) suggested that the type of programme employed 
is an important factor in behavioural, informational, and 
attitudinal outcomes. They found that facilitated interaction and 
stimulus discussion models are most effective in behavioural 
change, while facilitated interaction and presentation audience 
models are effective in informational change. Tiberi et al also 
demonstrated that a programme which does not provide specific 
processes to deal with the feelings and apprehensions of 
participants can prove counterproductive.
Glamser (1981) carried out a rare longitudinal study to 
investigate the impact of pre-retirement courses on retirement 
experience. Two experimental groups and a control group were 
used. One to evaluate a group discussion programme, and the 
other, an individual briefing programme. Subjects filled in 
questionnaires before the programme started, and again six years 
later, after retirement. All subjects had been retired for a mean 
of 3.7 years upon post-test.
Results indicated no significant effect on the pre-retirement 
experience from either programme. Glamser concluded that pre­
retirement programmes appear to have short-lived impact and the
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most effective in the initial pre-retirement phase. These 
findings are not necessarily pessimistic. It has been shown that 
programmes do have an immediate impact with respect to knowledge 
and behaviour, which will prompt some reflection on retirement 
issues (Fitzpatrick, 1979; Tiberi et al, 1978). It would suggest 
however, that programmes should be designed and evaluated with 
respect to what can be accomplished during the time preceding 
retirement.
In a more recent study carried out by Alexander (1986), contrary 
results were found to Glamser's. He looked at retirement planning 
practices and adjustment to retirement among senior executive 
officers and their spouses living in American retirement 
communities. Retirement planning was found to have a significant 
positive impact upon post-retirement satisfaction. This was 
particularly true when the spouse participated in the planning 
process and when the retirement planning process was supported by 
the employer. Those couples who enjoyed the highest levels of 
life satisfaction planned their retirement together and had 
attended planning seminars or a series of workshops. This finding 
supports the recent trends towards including spouses in such 
courses.
Despite the contradictary findings in the research, a U.S. Civil 
Service Commission survey in 1968 reported that nine out of ten 
employees eligible for retirement were in favour of pre­
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retirement courses, and enjoyed the ones they attended. Two out 
of three participants said they found the courses useful (Sinick, 
1968). It could be therefore, that merely taking an interest in 
an individuals' life will have an influence on their retirement 
outlook. There is also evidence that people who plan their 
retirement generally do have higher retirement satisfaction 
(Draper et al, 1967).
CONCLUSION
It would seem from our knowledge of retirement and its processes 
that poor adjustment to retirement is recognised as a problem 
about which something should be done (Braithwaite,1987). Pre­
retirement programmes have been set up as the solution to this 
problem, but the data on which these programmes are based is 
inconclusive. Variables such as activity and involvement have 
become the focus for retirement education programmes, yet their 
relevance to adjustment is far from being well established.
Braithwaite et al suggests that the key to providing a firm 
empirical basis for pre-retirement programmes is research which 
accounts for individual differences in needs, values and goals. 
The present study hopes to answer this question by isolating 
factors which individuals themselves see as crucial to their 
adjustment. This information will then be compared to the subject 
content being offered in pre-retirement courses.
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CHAPTER TWO
AN INTRODUCTION TO THE PRESENT STUDY
This study investigates the factors which affect adjustment to 
retirement by isolating an individual's needs, values and goals. 
By using this method to examine adjustment it is hoped to gain a 
clearer picture of where individual differences in adjustment 
lie, as Braithwaite (1987) suggested. These factors will then be 
compared to the content of the pre-retirement courses being 
offered. The courses will be examined to see if these issues are 
covered, and whether sufficient weight is given to them within 
the course. By feeding this information back to pre-retirement 
course organisers, it is hoped to increase the quality and 
effectiveness of the courses.
AN OVERVIEW OF THE DESIGN USED
A broad sample of subjects were required, from all walks of life 
and occupations. To achieve a satisfactory representation of 
individuals' experiences of pre-retirement courses it was felt 
important to obtain a country-wide sample of subjects. A study in 
which respondents were contacted by post therefore seemed to be 
the answer to this problem. Using this type of method to obtain 
data had the advantage of eliminating experimenter bias, but also 
relied heavily on the goodwill of subjects to complete the 
questionnaires without prompting!
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Earlier literature suggested that personality type may affect the 
way in which an individual adjusts to a major life change. The 
role of social support has also been highlighted as exerting an 
important influence over a person's degree of successful 
adjustment, although little research has been done in this area. 
Health, perceived adequate income, previous job satisfaction, 
willingness to retire, activities, attitude and mental 
preparedness for retirement are all factors which have been found 
to influence adjustment. All of the above issues are thought to 
be important in determining life satisfaction. Previous studies 
indicating their importance have been reviewed in chapter one. 
These variables are therefore examined in this study.
Four questionnaires were used to address these areas. Neugarten's 
(1961) Life Satisfaction Index B was employed since it has been 
standardised for use with older people. The Crown Crisp 
Experiential Index (Crown & Crisp, 1979) provides a profile of 
personality traits and an indication of psychosomatic symptoms 
present at the time of testing. Cohen's (1985) Interpersonal 
Support Evaluation List (ISEL) was used to measure perceived 
social support, and a separate Demographic Data Questionnaire was 
devised to obtain information about an individual's preparedness 
for retirement and the pre-retirement course they attended. 
Further details about the questionnaires will be given in the 
method.
53
From the literature reviewed in the introduction, four specific 
hypotheses were derived.
HYPOTHESES
1. People with smaller, weaker social support networks are 
expected to have more difficulty in adjusting successfully to 
retirement than those with more supportive social networks. This 
relationship will be examined by comparing Life Satisfaction 
scores with those obtained in the ISEL.
2. Retirees who were previously very work-orientated (ie. work 
was high on their goal hierarchy) and who show obsessional 
personality traits, are expected to have more problems in 
adjusting to retirement. This is due to obsessional-types showing 
a greater resistance to change than other personality-types. The 
relationship between these factors will be examined using the 
Crown-Crisp Experiential Index, the Life Satisfaction Index B, 
and aspects of the Demographic Data Questionnaire.
3. It is hypothesised that individuals who participated in pre­
retirement courses will have become more aware of the practical 
issues involved in retirement, but not necessarily psychological 
issues. Investigation will involve a within-subject design, 
looking at certain items on the Demographic Data Questionnaire 
which indicate what benefits, if any, subjects gained from 
attending a course.
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4 . people who are married, have good health, perceived adequate 
income, maintain their interests and participate in some 
activities, are expected to show the best adjustment to 
retirement compared to other subjects in the sample. Items from 
the Demographic Data Questionnaire variables and Life 
satisfaction Index B scores will be employed to investigate this
relationship.
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CHAPTER THREE 
METHOD
MATERIALS
Four questionnaires were used to measure certain aspects of an 
individuals' experience of retirement and previous working life.
1  ^ Life Satisfaction Index B (LSIB) - Neugarten et al, 1961 (see 
appendix 2).
This is a 12-item questionnaire which provides a subjective 
measure of an individual's general satisfaction of his past and 
present life, and the perceived quality of his future.
Reliability and Validity
Neugarten et al achieved a reliability coefficient of 0.58 for 
the LSIB, a figure which was also found during this study 
(reliability coefficient = 0.5804).
Neugarten et al (1961) also looked at the validity of the Life 
Satisfaction Index B. It was found that for subjects under 65 
years of age, a correlation coefficient of LSIB to other measures 
of life satisfaction was low (0.32). For people over 65 however, 
the correlation increased to 0.59, suggesting that the Life
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Satisfaction Index B may be more appropriate for use with older 
people.
2. Interpersonal Social Evaluation List (ISEL) - Cohen et al,
1985 (see appendix 3).
This is a questionnaire involving 40 statements which look at an 
individuals' perceived availability of potential social 
resources. All items are counterbalanced for desir\ability, so 
that half of the items are positive statements about social 
relationships (eg. "there are several people with whom I enjoy 
spending time"), while half are negative statements (eg. "Most 
people I know don't enjoy the same things that I do"). Items were 
developed by Cohen et al (1985), to examine an individuals' 
"supportive social resources that could potentially facilitate 
coping with stressful events". Respondents indicate whether each 
statement is "probably true" or " probably false" about 
themselves.
The ISEL assesses the perceived availability of four different 
functions of social support, to provide an overall functional 
social support measure. There are ten items in each of the four 
subscales :
a) the "tangible" subscale, which measures the perceived 
availability of material aid;
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b) the "appraisal" subscale, which measures the perceived 
availability of someone with whom to discuss personal problems;
c) the "self-esteem" subscale, which measures an individual's 
perceived worth when compared to others;
d) the "belonging" subscale, which measures the perceived 
availability of others with whom to share experiences.
Reliability and Validity of the ISEL
Cohen et al produced an internal reliability (Alpha) coefficient 
of 0.90 for the general population. Ranges for general population 
ISEL subscales were .70-.82 for appraisal, .62-. 73 for self 
esteem, .73-.78 for belonging and .71-.74 for tangible support.
This compares well to an overall internal reliability (Alpha) 
coefficient of 0.9108 obtained in the present study.
Cohen et al obtained a correlation coefficient of 0.30 with the 
total score of the Moos Family Environment scale (Moos & Moos, 
1981), and correlated 0.31 with the Partner Adjustment Scale 
(Mermelstein et al, 1983).
3. Crown Crisp Experiential Index (CCEI) - Crown & Crisp, 1979 
(see appendix 4).
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This is a questionnaire involving 48-items with multiple-choice 
answers, from which the respondent picks one. The Index is 
designed to "obtain an approximation of the diagnostic 
information that would be gained from a formal clinical 
psychiatric examination"(Crown and Crisp, 1979). The CCEI is 
designed so that a total score provides a measure of general 
"neuroticism" together with a profile of six sub-scale scores. 
These sub-scales are:
a . Free- floating anxiety (FFA). The individual is afraid, but 
unlike normal fear, there is no discernable focus for the fear.
b. Phobic anxiety (PHO). The individual feels anxious in certain 
situations, but if these are avoided, the anxiety disappears.
c. nbsAssionalitv (OBS). Obsessionality is defined as "an 
excessive meticulousness, adherence to routine, punctuality, 
dislike of sudden change, need to control the environment, 
tendency to over-check, and a dislike of dirt (Crown & Crisp, 
1979).
d. Somatic anxiety (SOM). The somatic concomitants of anxiety 
include breathlessness, headaches and other aches and pains.
e. Depression (DEP). Depression is defined as "sadness of mood.
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difficulty in thinking clearly and slowing of actions and 
activity" (Crown & Crisp, 1979).
f. Hysteria (HYS). This is defined as: "individuals with shallow, 
labile affectivity and over-dependence on others. These 
individuals crave love and attention, though being unreliable and 
unsteady in their personal relationships. Under stress they may 
develop hysterical symptoms. They tend to over-dramatise 
situations" (Glossary of Mental Disorders, 1968).
The CCEI was used in this study as a screening tool, to obtain a 
measure of a subject's psychoneurotic traits, and compare these 
to the overall level of their perceived adjustment to retirement.
Reliability and Validity of the CCEI
Crown and Crisp do not provide any overall reliability data for 
the Experiential Index. Instead, reliabilities of each subscale 
are given. These can seen, together with subscale reliabilities 
achieved in the present study, in table 1.
Table 1 CCEI reliability coefficients 
REFERENCE N FFA PHO OBS SOM DEP HYS
Crown et al 129 .77 .68 .73 .68 .72 .72
(1970)
Present study 62 .70 .17 .67 .55 .45 .49
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The total internal reliability of the CCEI obtained in the 
present study was 0.79.
Crown and Crisp (1985) produced evidence for the validity of the 
CCEI when used in the general population, particularly as a 
screening tool for psychoneurotic traits.
4. The Demographic Data Questionnaire (DDQ) - (see appendix 5).
This was a 45-item questionnaire constructed specifically for the 
present study. It was designed to obtain information about 
certain demographic variables, hypothesised to influence 
adjustment to retirement (eg. Glamser, 1981). Items in the 
questionnaire were adapted from Clifford Alexander's (1986) 
Retirement Adjustment Profile, which was judged to be too lengthy 
to use in its original form.
The Demographic Data Questionnaire was initially drawn up, and 
piloted with eight subjects who provided feedback to the 
experimenter. The questionnaire was then redrafted before final 
use. Items consisted of a variety of questions, some asking for 
objective, factual information, such as age, marital status, 
length of time since retirement took place and last occupation 
before retiring. Others invited subjects to indicate their 
answers to statements on a scale of 1-10. Such statements 
required the respondent to make subjective judgements, eg. "on a
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scale of 1-10 please indicate how satisfied you were with your 
job over the last 5 years before retirement .
Some items asked subjects to reply "yes"
straightforward, subjective questions, eg. "Was your retirement 
voluntary?" and "Did you feel glad to retire?". The final type of 
questions were open and invited comments from the respondents, 
eg. "Since your retirement, how do you fill your time? (please 
give 3 examples)".
The questionnaire covers four broad categories: a) life before 
retirement, b) experience of the pre-retirement course, c) life 
after retirement and d) an individual's health and income levels 
and their perceived adequacy. Additional questions not found in 
the Retirement Adjustment Profile focused on looking after 
dependents and the number of bereavements experienced by the 
individual within the last two years. A final question asked the 
subject to rate their level of perceived adjustment to retirement
on a scale of 1-1 0.
ADDITIONAL MATERIALS
Additional materials involved a subject's briefing letter (see 
appendix 6 ). This explained the broad purpose of the research, 
the type of subjects required, and invited subjects to 
participate by completing the enclosed questionnaires, which took
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about 30 minutes to complete in total. Assurances of anonymity 
and confidentiality of information were also stated. Reply-paid 
envelopes were included with each package.
SUBJECTS
A total of 200 batches of questionnaires were distributed and 95 
were returned. Of these, 72 were completed in a way which was 
suitable for inclusion in the study, giving an overall response 
rate of 47.5% and a useable response rate of 36%. Characteristics 
of this sample can be seen in tables 2 to 8 below.
Table 2 Gender - Ratios
SEX
Males
Females
FREQUENCY
53
19
PERCENTAGE
73.6
26.4
Table 3 Age in Years and Months
MEDIAN
64.4
MEAN
62.3 33.86
RANGE
56 - 68.3
Table 4 
STATUS 
Single
Marital Status 
FREQUENCY 
6
PERCENTAGE
8 . 3
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Table 4 (contd.)
ST^US
Married
Widowed
Divorced
FREQUENCY
63
0
3
PERCENTAGE
87.5
0
4.2
Table 5 Age of Leaving School (in vears and months)
MEDIAN MEAN SD RANGE
15 15.6 16.8 13 - 19
Table 6 Qualifications Obtained
QUALIFICATION FREQUENCY
"0" Levels 
"A" Levels
Further Quals. 
Higher Quals. 
Proffessional 
Quals.
1 3
7
8 
29 
28
PERCENTAGE 
18.1 
9 . 7 
1 1 . 1  
40.3 
38.9
Table 7 Length of Time Subjects Have Been Retired (in Years & 
Months), and Length of Time Spent in Last Job 
VARIABLE MEDIAN MEAN SD RANGE
Length of time 
retired
Length of time 
in last job
1 . 3
25
/•4*-
2 0 . 1 7
(in months) 
Z-l . 2 - 12
1 4 . 4 7  18 -  546
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Table 8 Social Class of Last Occupation
SOCIAL CLASS FREQUENCY PERCENTAGE
I 8 11.1
II 21 29.2
III 36 50
IV 5 6.9
V 2 2.8
PROCEDURE
In order to contact retired subjects who had been through pre­
retirement courses, staff were approached at the Pre-Retirement 
Association Headquarters at the University of Surrey for advice. 
The experimenter was provided with a "Directory of Pre-retirement 
Courses: 1988", which listed companies throughout Britain, who 
ran pre-retirement courses. The organiser of the Civil Service 
Retirement Fellowship in London was then consulted and briefed 
about the study. The Fellowship Organiser contacted editors of 
the Fellowship Newsletters throughout the country, asking them to 
enclose a brief of the project in the next Retirement Fellowship 
Bulletin. The brief explained the purpose of the study, the 
criteria which potential subjects had to meet, and asked them to 
contact the experimenter if they were willing to participate.
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This procedure took some time to complete and the experimenter 
had little influence over the inclusion of the brief in the 
newsletters. To counteract this problem it was decided to contact 
Civil Service departments directly, about their pre-retirement 
courses. They were then asked to help by searching through 
previous employee records to isolate people who had attended 
their courses and recently retired (about 6-18 months 
previously). In order to avoid breach of confidentiality, batches 
of questionnaire packages were sent to the departments, enabling 
addressing and dispatch to occur within the departments 
themselves.
In addition to the Civil Service departments, several other 
companies were also approached for help in finding subjects.
These included a bank, an insurance company, a motor company and 
airport employees.
Each subject was sent a package containing a briefing letter, a 
reply-paid envelope and four questionnaires. The Demographic Data 
Questionnaire, the Life Satisfaction Index-B, the Crown-Crisp 
Experiential Index and the ISEL.
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CHAPTER FOUR
RESULTS
This chapter is formulated into two main sections. Section one 
focuses on the descriptive aspects of the data, looking at 
relational aspects of work and retirement in the sample. Section 
two analyses the hypotheses postulated in Chapter Two.
SECTION ONE
A) Aspects of Working Life
Subjects were asked to indicate job satisfaction over the last 
five years, the importance they attributed to that job, and 
overall satisfaction with working life, on single item, 10-point 
Likert rating scales of the DDQ. Subjects then listed three 
aspects which they found most satisfying about their working 
life.
Results indicated that the majority of the sample felt satisfied 
with their previous job, 70.8% felt that this job had been very 
important to them (ie. rated it at 8 or above ), and 75% felt 
very satisfied with their working life in general. See Table 9.
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TABLE 9 A COMPARISON OF JOB-RELATED RATING SCALES
RATING SCALE MEDIAN MEAN SD SCALE RANGE
Job
Satisfaction 8 7.59 2.06 1 - 1 0
Job
Importance 8 7.85 2.15 1 - 1 0
Working- Life
Satisfaction 9 8.17 1.79 1 - 1 0
Each scale was also analysed dichotomously to examine any 
relationships between the variables. Increased job satisfaction 
was found to relate to a subjective increase in job importance 
and high working - life satisfaction. Higher mean scores indicate 
greater job satisfaction. See Table 10.
TABLE 10 THE RELATIONSHIP BETWEEN JOB-RELATED FACTORS
VARIABLE MEAN - SD F-VALUE SIGNIFICANCE
IMPORTANCE JOB SAT.
OF LAST JOB SCORE
Important 8.6 1.2 }
} 4.92 p<.001
Not }
Important 5.9 2.7 }
OVERALL 
SATISFACTION 
WITH WORKING 
LIFE
Satisfied 8.5 1.3 }
} 3.69 p<.001
Not }
Satisfied 7.2 2.5 }
The three aspects listed as being most satisfying about working
life were divided into 5 main categories: financial, social,
psychological, challenge and responsibility (see table 1 1).
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TABLE 11 ASPECTS FOUND TO BE MOST SATISFYING ABOUT WORKING LIFE
7  o ^ 0 iW o » v s ] )
ASPECT PERCENTAGE EXAMPLES OF SUBJECTS
RESPONSES IN EACH CATEGORY
"Knowing people benefit from my 
work" - a medical researcher, 
"working as a team/ meeting 
people."
"using my intelligence to improve 
the company's efficiency." 
"responsibility of decision­
making - provides satisfaction." 
"good salary / financial 
rewards."
It appears therefore, that the majority of people in the sample 
valued their job before they retired, and valued the 
psychological and social satisfactions most from their working 
life in general.
Psychological 94..4%
Social 77 .8%
Challenge 35..1%
Resonsibility 34.,7%
Financial 25..0%
B ) Factors Relating To Retirement
Subjects were asked to indicate whether their retirement had been 
voluntary, if they had felt glad and ready to retire, and whether 
they had planned their retirement.
Over half of the sample felt that their retirement had been 
voluntary, and over half felt ready to retire. The majority of 
subjects said they felt glad to retire and a little over half of 
the sample had planned their retirement (see table 1 2):
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t a b l e 12 Factors Involved in Psychological Preparedness to 
Retire
VARIABLE PERCENTAGE
Retired
Voluntarily 59.7
Felt Glad
To Retire 81.9
Felt Ready
To Retire 65.3
Planned
Retirement 55.6
Planning retirement and feeling ready to retire was found to have
a significant bearing on life satisfaction (as measured by the
LSI), whilst feeling "glad" to retire influenced subsequent life
satisfaction and subjective measures of adjustment to retirement
(as measured by the 10-point Single Item Likert Rating Scale).
See table 13. (Higher mean scores signify greater life
satisfaction and better adjustment to retirement).
TABLE 13 Subjective Measures of Retirement and Their
Influence on Life Satisfaction and Adjustment
VARIABLE MEAN SD F-VALUE SIGNIFICANCE
LIFE- 
SAT. SCORE
1. Planned Ret. 19.1 2.2
Did not
Plan Ret. 17.6 3.8
2. Ready to
Retire 18.9 2.6
Not Ready
To Retire 17.5 3.7
2.95 p<.005
2 . 0 4  p < . 0 5
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VARIABLE MEAN SD F-VALUE SIGNIFICANCE
LIFE- 
SAT. SCORE
3. Glad to
Retire 18.8 2.7
Not Glad
to Retire 16.6 4.3
ADJUST­
MENT SCORE
4. Glad 8.9 1.4
Not Glad 7.7 2.2
2.57 p<.05
2.57 p<.05
It would seem therefore, that having a positive attitude towards 
retirement and planning for retirement contributes towards 
increased life satisfaction subsequently.
O  Characteristics of the Pre-Retirement Courses Attended
Subjects were asked whether they had completed a pre-retirement 
course, how long it was (in days and weeks), and if they enjoyed 
the course. Subjects also indicated whether they found the course 
helpful, and if so, to comment on any areas they found 
particularly valuable.
All subjects attended a retirement course, although 4 of these 
(5.6%) attended courses shortly after retiring. The majority of 
courses ran for 2-3 days, within the same week. Thus, 94.5% of 
courses lasted no longer than one week. Most people said they 
enjoyed the course they attended and most people found it helpful 
in planning their retirement (see Table 14).
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TABLE 14 Aspects of the course
VARIABLE PERCENTAGE
Enjoyed the 
Course
Found Course 
Helpful
88.9
79 . 2
The comments made concerning helpful areas of the course were 
divided into three main categories: financial aspects, practical 
aspects and psychological aspects.
Results showed that most subjects gained financial help from the 
course, a third gained some kind of practical advice and a sixth 
obtained psychological help from the courses:
TABLE 15 Help Gained From the Courses 
TYPE OF HELP
OBTAINED
Financial
Practical
Psychological
PERCENTAGE EXAMPLES OF SUBJECT'S COMMENTS
GIVEN IN EACH CATEGORY 
51.4 "investment advice" "health­
care schemes."
30.6 "fitness info." "developing
hobbies and other interests." 
15.3 "Gave me confidence that I was
planning retirement properly."
A one-sample Chi-square test revealed significant differences 
between the three categories ( = 14.6; p<.005).
Subjects were also asked whether the courses had raised any 
issues which they had not previously considered. Less than half 
of the sample (43.1%) felt that new issues had been covered in 
the course.
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D ) Activity Since Retirement
Each subject gave three examples of the type of activities which 
they do to fill their time since retirement. These were then 
categorised into six main types of activity: solitary, family, 
social, outdoor, indoor and work. Subjects were then asked 
whether they had undertaken paid work since retirement and the 
reasons for this. Results are shown in table 16 below.
TABLE 16
TYPE OF ACTIVITY 
UNDERTAKEN
Solitary eg. reading, D.I.Y, oil painting 
Family 
Social
Outdoor
Indoor
Work
Undertaken 
Paid Work
eg. visiting relatives, seeing the 
grandchildren
eg. committee work, entertaining 
friends
eg. golf, gardening, badminton
eg. theatre/ cinema trips, 
decorating, sewing
PERCENTAGE
87.5
23.6 
70.8
73.6 
81 .9
30.6
31 .9
TYPE OF WORK 
UNDERTAKEN
Practical & 
Social
Practical & 
Solitary
Academic & 
Social
Academic & 
Solitary
eg. shop assistant
eg. clerical work / typist
eg. lecturing / teaching
eg. writing articles for 
magazines / research
PERCENTAGE
9 . 7
8.3
13.9
2 . 8
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The mean number of hours worked each week was 4 (17.4% of the 
working sample), and the majority continued to work because of a 
desire to continue working (7 2% of the working sample) rather 
than financial necessity (12%), or a mixture of both (16%).
E ) Financial Aspects of the Retired Sample
Subjects were asked to provide information about home-ownership, 
various financial responsibilities and possible financial 
worries. Results indicated that the majority of people owned 
their own property, did not have mortgage responsibilities, and 
had not recently moved. Of those who had moved, most had moved 
within a relatively small geographical region. Most people felt 
content in their present home, and few reported worrying over 
financial matters. The frequency data can be seen in table 17 
below.
TABLE 17 Frequencies of Financial Issues Involving Property
VARIABLE PERCENTAGE
OF SAMPLE
Home-owner 88.9
Have Mortgage
Responsibilities 43.1
Recently Moved
Home 15.3
Moved to Another
Area 5. 6
Feel content in
Present Home 86.1
Worry over Financial
Matters 38.9
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Subjects were also asked to indicate the current members of their 
household, which income bracket applied to them (a choice of 
four), whether they were the sole breadwinner of the household, 
and if not, who else earned.
87.5% of subjects said they lived with a spouse, 25% lived with 
their children and 2.8% lived with their parents. In 
approximately half of all households the subject was the sole 
breadwinner (51.4% of the sample). Other salary - earners 
included spouses (40.3%) and children (11.1%). Income level 
since retirement is shown in table 18.
TABLE 18 Level of Income Currently Received
INCOME BRACKET PERCENTAGE
OF SAMPLE
Up to £6000.00p/a 29.2
£6000 - £12000p/a 26.4
£12000 - £20000p/a 27.8
£20000 upwards 13.9
^bi-square analysis revealed a significant relationship between 
current income level and financial worries (X^ = 1 1.59, p<.05) 
with people in lower income brackets reporting greater financial 
worries than those in higher income brackets (see table 19).
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TABLE 19 Chi-square Analysis of Income Level and Financial
Worries
NO FINANCIAL WORRIES ABOUT 
WORRIES FINANCES TOTAL
Income up to £6K p/a 9 in i q
Bracket '^
£6K - £12K p/a 9 1Q 1 g
£12K - £20K p/a 14 5 20
£20K upwards p/a 10 0 10
TOTAL 42 26 68
No relationship was found between financial worries and 
possessing a mortgage, using Chi-square analysis.
^ ) Social And Emotional Health
This last section focused on health concerns, looking after 
dependents and previous bereavements within the last two years. 
Finally, subjects were asked to rate their overall adjustment to 
retirement on a single item 10-point Likert scale (Adjustment 
Rating Scale - ARS).
Results indicated that few subjects worried about their health, 
although more people had major health problems than worried about 
them. Few subjects looked after any dependents, but of those who 
did, more looked after parents than spouses or children.
Slightly less than half of those with dependents had to devote a 
lot of time to looking after them. Surprisingly, less than half 
of the sample had experienced any bereavements in the previous 
two years. The majority of bereaved subjects had lost a parent-
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in-law, a parent or a friend. This information is summarised in 
table 2 0.
TABLE 20 Health Related Issues
VARIABLE PERCENTAGE
OF SAMPLE
Health Worries 16.7
Major Health
Problems 23.6
Looks After
Dependents 18.1
Relationship of 
Dependent to carer:
Parent 9 .7
Spouse 4.2
Child 2.8
Large Amount of
Time Devoted to
Caring 9.7
Bereaved in past
2 Years 41.7
Relationship of 
Deceased to Carer:
Parent-in-law 29.2
Parent 8 . 3
Friend 8.3
The final adjustment to retirement measures indicated that the
majority of subjects felt they had adjusted very well. Frequency
data can be seen in table 2 1.
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TABLE 21 Subjective Level of Adjustment to Retirement
1 = Adjusted poorly 
1 0 =  Adjusted very well
LIKERT SCALE PERCENTAGE
VALUE OF SAMPLE
4 4.2
5 2.8
6 1.4
7 1 1 . 1
8 12.5
9 25.0
10 40.3
MISSING 2.8
Other Adjustment Measures
The Life Satisfaction Index B and the Interpersonal Support
Evaluation List were also used as measures of adjustment to
retirement. Over 50% of the sample scored highly on these
measures in addition to the single item Likert Scale measure,
suggesting that the majority of subjects had adjusted well to
retirement. These three measures are compared in table 22.
TABLE— 2_2 Results of the LSI-B, ISEL and Adjustment Rating
Scale
SCALE MAX. SCORE MEAN SD
POSSIBLE
LSI-B 23 18.51 3.10
ISEL 40 31.57 6.98
A.R.S. 10 8.67 1.61
Personality profiles from the CCEI were also analysed to look for 
any trends in personality types. A higher number of obsessional 
traits were found in the sample, compared to 5 other personality 
types. See table 23:
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TABLE23
PROFILE
SCALE
Personality Profiles Within the Sample. Measured
MAX. SCORE 
POSSIBLE
MEAN SD
3.13 2.8
3.45 2.02
6.83 3.63
3.85 2.71
3.39 2.44
3.80 3.00
Anxious 8
Phobic 8
Obsessional 8
Somatic 8
Depressive 8
Hysterical 8
These results compare closely with previous findings taken from a 
sample of 55-74 year-olds taken from a general population study 
{see table 24).
TABLE 24 General Population Study CCEI sub-scale scores:
Age
(yrs)
55-64
55-74 year old males and females (Crisp et al, 1978)
Sex N FFA PHO OBS SOM PEP HYS
M ^  M ^  M SD M ^  M ^  M SD
M 380 3.2 3.5 3.0 2.2 7.6 2.8 4.5 2.8 4.5 2.8 3.0 2.7
F 430 4.5 4.0 4.8 3.4 7.3 2.7 6.4 3.7 4.0 3.1 3.0 2.8
65-74 M 216 1.6 2.2 2.2 2.3 7.1 3.1 5.6 3.0 3.1 2.5 2.6 2.9
F 206 3.9 3.3 4.5 3.2 7.5 2.7 5.3 2.8 4.0 2.3 2.4 2.5
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SECTION 2
HYPOTHESIS ONE
It was hypothesised that people with weaker social support 
networks would have more difficulty in adjusting successfully to 
retirement than those with more supportive social support 
networks.
A significant correlation was found between amount of social 
support, as measured by the ISEL, and the single item Likert 
rating (1-10) of adjustment. A correlation coefficient of .326 
was found to be significant at p<.005.
There was a high mean score on each of the four subscales of the 
ISEL, indicating that many subjects perceived adequate support in 
all areas of their lives (see table 25).
TABLE 2 5 ISEL Subscale Scores
SUBSCALE MAX. SCORE MEAN MEDIAN SD
Appraisal 10 7.47 8.0 2.48
Tangible 10 8.80 10 1.96
Belonging 10 7.78 8.0 2.03
Self-esteem 10 8.03 8.0 1.82
Comparative correlational data show that depressive (measured by 
the BDI) and psychiatric (measured by the L-22) symptomatology 
are linked with low scores on the ISEL, indicating low levels of 
social support (see table 26).
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TABLE 26 Correlations Between ISEL and Psychological
^^Pbomatoloqy (Comparative data from Cohen et al,
BDI L-22
ISEL -.51 -.51
Appraisal -.18 -.20
Belonging -.36 -.34
Self-esteem -.30 -.35
Tangible -.10 -.15
A multiple regression analysis was carried out on social support, 
amount of adjustment (A.R.S.) and personality-type to see which 
variable formed the best predictor of life satisfaction, as 
measured by LSI-B. Social support was not a significant predictor 
of life satisfaction, but high adjustment scores on the A.R.S and 
low scores on the Anxiety subscale of the CCEI were found to be 
significant predictors, (see table 27).
8 1
TABLE 27 Predictors of Life Satisfaction - Ranked From
Highest to Lowest
VARIABLE
Anxiety
Profile
(CCEI)
Adjust
(A.R.S)
Hysterical
(CCEI)
Somatic
(CCEI)
Obsessive
(CCEI)
Social
Support (ISEL)
Phobic
(CCEI)
Depressive
T-SCORE 
-3.200
2.399 
1 .726 
1 . 497 
-1.333
1.159
.888
.541
SIG. T 
.0027
. 0 2 1 1
.0919
.1421
.1900
.2532
.3796
.5914
Multiple R 
R Square
.67229
.45197
Adjusted R Square .34504 
Standard Error 2.24927
F = 4.22675 
Signif. F = .0009
HYPOTHESIS TWO
It was hypothesised that those retirees who were previously very 
work-orientated and showed obsessional personality traits, would 
encounter more problems in adjusting to retirement.
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A significant correlation was found between adjustment to 
retirement as measured by the single item Likert rating scale and 
the obsessive personality trait, as measured by the Crown Crisp 
Experiential Index. A correlation coefficient of .479 was found 
to be significant at p<.001. It was also found that subjects with 
phobic and somatic personality traits experienced difficulties 
with adjustment (see table 28).
TABLE 28 Comparisons Between Personality Types 
TRAIT OBS PHO SOM DEP
Adjustment 
(measured by A.R.S)
. 479
Life
Satisfaction .032 
Social
Support .058
Length of
Retirement .306
471
1 38
067
337
. 439
.332
402
.298
. 221
.069
085
.491
No significant relationship was found between the subject's rated 
importance of their previous job, and the amount of adjustment to 
retirement. It would seem therefore, that people with certain 
personality traits may relate to difficulties in adjusting to 
retirement, although this does not determine subsequent life 
satisfaction and not just social support per se. There is a 
relationship between the length of time since retirement took 
place, and this variable also correlates strongly with depressive 
personality traits (p<.001).
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HYPOTHESIS THREE
Individuals who participated in pre-retirement courses were 
hypothesised to have become aware of the practical issues 
involved in retirement, but not necessarily the psychological 
ones. This was hypothesised because of the results of past 
literature and the content of pre-retirement courses offered 
generally.
Since all subjects who participated in the study had completed a 
course before retiring, subjects were specifically asked to 
indicate what information they gained from the pre-retirement 
courses. This was then categorised according to the type of 
information subjects felt they had received. Three main 
categories were formed: financial information, practical 
information and psychological information. Frequencies of each 
category were then obtained (see table 29).
TABLE 29
TYPE OF 
INFO RECEIVED
FINANCIAL
Type of Information Received on Pre-retirement 
Courses
NO. OF 
SUBJECTS
72
FREOUENCY
37
PERCENTAGE
51 .4
PRACTICAL 72 22 30.6
PSYCHOLOGICAL 72 1 1 15.3
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Chi-square analysis revealed signi ficant differences between the 
three groups ( 1 4 . 6 ;  p<.005). It can be seen from Table 29 
that the most frequently given advice related to financial 
matters, and the information received least concerned 
psychological issues. This provides some degree of support for 
the third hypothesis.
HYPOTHESIS FOUR
People who are married, have good health, and perceived adequate 
income, are expected to show the best adjustment to retirement 
compared to other subjects in the sample.
A t-test analysis showed no significant difference between 
marital status (married vs not married) and adjustment as 
measured on the A.R.S. ( T= 1.91 n.s). However, t-test analysis
did reveal a significant difference between adjustment and those 
who had good health and few financial worries, compared to those 
who had poor health and financial worries (see table 30).
TABLE 30
VARIABLES N MEAN SD T- T-SIG
A.R.S. VALUE
SCORE
No health worries/ 43 9 0.29
No financial worries
Health worries/ 25 3 0.48
Financial worries
2.62 P<.01
The implications for these results will now be discussed.
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CHAPTER FIVE
DISCUSSION
It appears that the main factors involved in determining
successful adjustment to retirement include the perceived
adequacy of social support, perceived adequate income, good
health (or not worrying over health problems) and high levels of 
life satisfaction.
Many of these factors contribute to an overall feeling of 
psychological well-being, therefore a psychological perspective 
of retirement would be important in planning retirement. The 
results of this study however, demonstrate that little 
psychological advice or help is provided in the present pre­
retirement courses which subjects attended. Braithwaite et al's 
(1987) suggestion that courses may not focus on all the issues 
which determine successful retirement adaptation is thus 
supported. In this chapter the results and their implications are 
discussed, the methodology is evaluated, and theoretical 
frameworks are considered. Recommendations for future course 
structures and research are given in chapter six.
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Hypothesis 1 : The Role of Social Snppn-rf
The first hypothesis stated that people with weaker social 
support networks have more difficulty adjusting to retirement 
than those with stronger support networks. This hypothesis was 
supported and the results have important implications for 
retirees. It suggests that couples may have an advantage if they 
have a stable relationship and supportive friends and relatives. 
Alternatively, people within difficult relationships, or people 
with few contacts may be more vulnerable to psychological 
problems, particularly if they have nobody to confide in.
Social— Support and Caring for Dependents
Analysis demonstrated that 18.1% of the sample of retirees looked
after dependents. Approximately half of these devoted a large
amount of time to caring for a relative. This implies that the
carer is not retired in a leisurely way, but has effectively
given up one job to take on another. Such responsibilities often
place carers under a lot of stress, particularly if they are
coping on their own. Little opportunity or energy is left for the
individual to have other social contact, quickly producing
isolation. The role of social support is important to provide the
carer with some relief and prevent physical and emotional health 
problems developing.
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Pre-retirement courses could be used as a forum to educate people 
about the support services available in the community and ways to 
access these. If the course was unable to give such detailed 
information, perhaps sources of such advice could be given 
instead. The issue of looking after dependents may become more 
important in future as the elderly population increases. It would 
be useful to look at adjustment problems encountered by carers in 
future research in order to provide adequate help and support to 
this section of retirees.
This finding highlights the importance of carers needing adequate 
social support; the notion of couples planning their retirement 
together to avoid marital breakdowns, and encouraging people to 
develop some activities which prevent social isolation. It should 
be emphasised that it is the quality of social support which is 
important, and social activities can vary widely from going 
fishing with a close friend to being chairman of the bowls club!
Social support contributes towards overall life satisfaction 
levels, and low levels of anxiety were found to be strong 
predictors of life satisfaction. It is likely that perceived 
adequate social support will help to lower levels of anxiety in 
times of stress, making it a crucial element in adjustment to 
retirement.
Hypothesis 2: Work Orientation and Personality Types
Hypothesis two suggested that people who were previously very 
work-orientated and who showed obsessional personality traits 
would have difficulties adjusting to retirement. No evidence was 
found to support the notion of work orientation and adjustment. 
Many respondants in the sample reported highly satisfactory 
working lives before retirement, but few said that it was greatly 
missed. This finding supports Goudy's (1975) conclusion that job 
satisfaction is unrelated to retirement adjustment.
Many subjects reported increasing participation in other 
activities (such as golf clubs, bowls clubs etc) as retirement 
approached. This suggests that goal hierarchies were reorganised 
over time, with intrinsic work satisfactions decreasing in later 
life as individuals turn their attention to other activities.
This supports Cohn's (1979) theory of intrinsic satisfaction 
being found in sources other than work as retirement draws near.
A few subjects did report missing work. The main reason cited for 
this was the lack of social contact they had experienced since 
retirement. Another reason given was the ensuing boredom upon 
giving up work. These findings were not statistically 
significant, however they do suggest that social support and 
activities outside work are more important predictors of life 
satisfaction and adjustment to retirement, than work orientation 
itself.
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Previous literature suggested that certain personality types may 
adjust better than others, and findings were supported by this 
study. People with obsessional personality traits were found to 
experience more adjustment problems than those with phobic or 
somatic personality types respectively.
Because few subjects experienced adjustment problems, this study 
rejects Geist's (1968) view that the capacity to adapt reduces 
with age. It does support Bishof's (1969) theory however, that 
those who have adjusted successfully in the past will be more 
likely to meet present changes successfully. Obsessional 
personality types tend to be more rigid in their routines and 
more resistant to change. It would seem therefore, that such 
individuals would experience greater problems coping with life 
events such as retirement. This also reinforces Howard et al's 
(1982) suggestion that problem-solving skills are a facet of 
personality and play an important role in adapting to new 
situations.
It may be that such people did not feel psychologically prepared 
for retirement, i.e. ready or glad to retire, although this 
aspect was not actually analysed. If this was the case, an 
option to retire gradually from work would probably be the most 
beneficial for such people. More longitudinal studies would be 
required to investigate this topic further.
90
Voluntary Versus Compulsory Retirement
No significant differences were found between subjects who 
retired voluntarily and those who were retired compulsorily. 
However, significant differences were found in life satisfaction 
depending on: being glad or not glad to retire, feeling ready or 
not ready to retire, and planning or not planning retirement. 
Those who felt glad, were ready to retire, and planned their 
retirement achieved greater life satisfaction scores. This 
finding supports Greene (1969) and McPherson's (1979) results. 
They found that the majority of subjects who experienced 
difficulties in adjustment had not planned their retirement. This 
emphasises the importance of psychological preparedness for 
retirement, in order to adjust successfully to it.
Hypothesis 3: Pre-Retirement Courses
Hypothesis three suggested that individuals who participated in 
pre-retirement courses would become more aware of the financial 
and practical aspects involved in retirement but not necessarily 
the psychological ones. This hypothesis was supported. Reasons 
for this finding may arise from the time constraints placed on 
courses, but these could be overcome by reorganising issues 
according to their perceived importance to retirees.
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There was a large variation in the length of pre-retirement 
courses attended. Courses ranged from a day to one week's 
residential course. Despite the wide variation in length and 
presumably the content of courses, the majority of people enjoyed 
attending them (89%), and 79% found them helpful. A few subjects 
however, reported that although they did not find the content 
particularly stimulating (the reason most often given was due to 
the great emphasis placed on financial matters), they gained a 
lot from meeting other potential retirees. This is a good example 
of how courses can provide a medium for people to exchange views 
and ideas with others who are about to encounter the same life
event
Many people commented that the courses made them focus on the 
subject of retirement for the first time. It is interesting that 
although people attended courses at different points in their 
careers (some attended two years before retirement and others a 
couple Of months), 56% of the sample planned their retirement. 
Although this may not have been a direct cause of the pre­
retirement courses, Greene and Pyron (1969) reported that 50% of 
their sample with low adjustment scores had made no retirement 
plans. The present study, in contrast, found that 65.3% of the 
sample achieved high adjustment ratings on the A.R.s. (scores of
9 and 10)
It was also found that people who planned their retirement and 
felt ready to retire achieved significantly higher life
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satisfaction scores on the LSI-B. This may suggest that those who
plan their retirement may adjust more successfully than those who 
do not.
Courses for ronpi^c;
y pre retirement courses now invite employees to attend with 
their spouses, and previous research (eg. Alexander, 1986) has 
found that courses can be more effective if both partners attend. 
The experimenter found however, that many people at the 
Retirement Fellowship meeting had either attended on their own, 
or spouses who attended had found the experience uninspiring
because the content was mostly financial with little relevance to 
being a retired couple.
Whilst financial matters are important, and many retirees do
benefit from this information, the courses could also increase
their effectiveness by helping people to foresee potential
difficulties. Many couples have to make major adjustments in
their routines when they find themselves together 24 hours a day,
for the first time in many years. Courses could encourage couples
to discuss their feelings about such issues in a workshop
setting, and to form some coping strategies for themselves, eg.
agreeing that each partner should have certain roles, or time to 
themselves.
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People who are single and live by themselves may encounter 
different problems to those of couples. It may be more important 
to ensure that they maintain some social contacts after 
retirement to prevent isolation. Pre-retirement courses could 
facilitate contacts by encouraging retirees to organise reunions 
with colleagues at a later date, in order to maintain 
acquaintances.
A person's marital status may therefore have a bearing on the 
retirement of an individual. Braithwaite (1987) suggested that 
pre-retirement programmes should be tailored to suit individual 
differences, and this should be an important consideration when 
designing future courses.
Hypothesis 4: Activity In Retirement
Hypothesis four suggested that people who are married, have good 
health, perceived adequate income and who remain active, will 
show the best adjustment to retirement compared to others in the 
sample. Results showed that marital status did not affect 
adjustment significantly. This does not support Atchley's (1976) 
findings that single people adjust less well to retirement than 
married people. It is important to note however, that none of the 
sample in this study were single through widowhood. Elwell et al 
(1982) found a marked decrease in adjustment for widows and 
widowers compared to controls. It may be therefore, that marital
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status does not influence adjustment to retirement unless it 
changes through divorce or widowhood.
Analysis revealed a significant difference in adjustment between 
those subjects who worried about health and financial matters, 
and those who did not. This supports Beck (1982) and Kremer's 
(1985) findings that health is a strong predictor of life 
satisfaction and adjustment. Similarly Glamser (1981) found that 
financial difficulties are linked with retirement 
dissatisfaction.
Thompson (1972) suggested that perception of health was more 
important in predicting adjustment than state of health itself. 
Results from this study supported this finding. It was noted that 
more people had health worries than actual health problems.
Indeed, many people who reported having a major health problem 
said that they did not worry about it because it was adequately 
controlled through medication.
Draper (1967) suggested that perceived security of income was 
more important to life satisfaction than the actual amount 
received. Subjects responses obtained from the Demographic Data 
Questionnaire support this view. Some subjects earning £6000 p/a 
or just over reported feeling satisfied with their income, whilst 
other subjects receiving higher pensions felt dissatisfied.
95
Results indicated that the most popular types of activities 
undertaken by subjects were solitary (eg. gardening or reading), 
followed by social activities such as golf, visiting friends and 
theatre trips. Very few subjects said they belonged to over 60's 
clubs or other age-related societies. If people were members of a 
d u b  it tended to be associated with a hobby. This study suggests 
that retired people are more likely to mix with other people with 
similar interests rather than merely similar age-groups.
Only 30.6% of the sample undertook any kind of work after 
retirement, and most continued to work because of a desire to do 
so rather than financial necessity. The mean number of hours 
worked per week was 4, indicating that most people return to work 
part-time rather than full-time. This may be a useful way for 
people to feel that they are still in touch with the working 
world, and to maintain regular social contact with others. 
Opportunities for older people to return to work are increasing 
in Britain, and these types of opportunities should be emphasised 
on pre-retirement courses when practical issues are being 
discussed.
Many people at the Civil Service Retirement Fellowship meeting 
expressed regrets that they had not been able to retire gradually 
from work, reducing their hours and salary over a matter of 
months or years. The ability for people to do this would ease the 
transition into retirement whilst developing outside interests 
further. This option would provide a better alternative to people
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who do not feel ready to retire, or feel worried about surviving 
on a much reduced salary within a short space of time. This 
finding also supports Alexander's (1986) suggestion that 
"tapering off" from work would enable people to make a better 
psychological adjustment to retirement.
Length of Time Since Retirement
The length of time since retirement did not produce a 
statistically significant difference in life satisfaction or 
overall adjustment, perhaps because of the short time limit 
placed on eligible subjects. However, it would be an interesting 
aspect to investigate in future research. At the Retirement 
Fellowship meeting which the experimenter attended, people 
present had been retired for varying lengths of time, ranging 
from a few months to 15 years.
The experimenter found a large subjective difference in 
"contentment with retirement" within the group. Those who had 
recently retired appeared to have many hopes and plans for the 
future and were very positive about retirement. Those who had 
been retired for a number of years (7-8 and upwards) felt more 
demoralised about their prospects. The reasons cited for this 
decrease often involved the loss of friends and spouses, and the 
difficulty involved in living comfortably off a pension. These 
findings, based on verbal report, reject the disengagement and 
crisis theories, but support the continuity theory and Atchley's
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(1972) model of retirement adjustment which suggests that 
retirees encounter different stages in their retirement careers.
Sex Differences
It was hoped to gain some information on gender differences in 
retirement, but very few women participated in the research, 
causing a sample bias towards men. This may have occured because 
women chose not to complete the questionnaires, however it is 
more likely that the Civil Service employs greater numbers of men 
than women. This situation may change in future years with more 
women entering the job market and taking on full time careers.
Four people in the sample retired before the age of 60. One was a 
man who had taken early retirement because of ill health, and 
three were women who had retired early in order to retire at the 
same time as their husbands, who were several years older than 
themselves. This supports Streib and Schneider's (1971) findings 
that women tend to retire earlier in order to coincide with their 
partner's retirement.
There were a few single women in the sample who had either 
divorced or never married. Those who had been divorced expressed 
regrets about the failure of their marriage. This was also found 
to be the case with divorced single men. No significant 
differences were found in this group due to the small number of 
subjects available. A larger sample of women would be needed to
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investigate sex differences between retirement patterns in 
detail.
METHODOLOGY EVALUATION
The research was conducted by post in order to obtain a country­
wide sample, and this aim was achieved. Questionnaire 
respondants ranged from the Highlands of Scotland to Cornwall, 
and from Wales to Norfolk. Experimenter bias was also eliminated 
by using postal questionnaires. However, there were drawbacks in 
using this method. If face to face interviews had been conducted 
a higher response rate may have been achieved. The experimenter 
may also have received more information about subjects' 
experiences of retirement and opinions concerning the pre­
retirement courses they attended.
The majority of subjects who participated in the research were 
married, with very few single or divorced people in the sample. 
No widowed people participated, and this is somewhat surprising 
considering the age of the cohort. The marital status 
distribution of the sample suggests that certain types of people 
may be more likely to complete the questionnaires than others, 
presenting a biased view of retirement. Widowed people may not 
have felt motivated to respond because of bereavements or 
experiencing disillusionment with retirement.
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Perhaps a negative experience coupled with retirement would make 
some people feel that they have nothing to contribute to the 
research. One such example occured when a subject returned 
uncompleted questionnaires with a note explaining that due to a 
recent stroke he felt "quite depressed" and therefore did not 
think he would be a "good" subject for the research. This also 
suggests that people in poor health may have chosen not to 
Participate. In such cases face—to—face interviews may have 
produced a wider variation in subjects.
Age of Retired Subjects
Many subjects in the sample were in their early 60's, having 
retired at the age of 60. The research had originally intended t( 
focus on men retiring at 65 years of age and women retiring at 
60. However, when companies were approached for their help it 
became clear that many people now retire around the age of 60, 
with very few continuing full time employment until 65. In the 
Civil Service all employees are compulsorily retired at the age 
of 60, and because this appeared to be a trend in many other 
companies it was felt that 60 would be a representative age for 
retirees throughout the country.
The age at which people retire however, has implications about 
the way in which subjects would be expected to respond. Younger 
people would probably have better health upon retirement, fewer 
bereavements may have been experienced, and they would enter
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retirement with many years left to live, and therefore have more 
ideas and plans for the future. Conversely, they may still have 
financial commitments with mortgages to pay and children to 
support (for example during university years). Parents may also 
still be alive and require some support. Hence, this generation 
of retirees may have responsibilities towards the older and 
younger generations for some time into retirement.
This pattern of responsibilities was found in the study. Of 
subjects who said they looked after dependents, 50% looked after 
a parent. 38.9% of the sample reported worrying over financial 
matters in contrast to 16.7% worrying about health matters. The 
trend towards earlier retirement suggests that the problems 
initially encountered by retirees may be different in nature to 
people who previously retired at a later age.
Questionnaires Used in the Study
The Demographic Data Questionnaire was a useful tool for this 
research, however further information about the pre-retirement 
courses would have been helpful. For example, no information was 
available about the content of the course each individual 
attended, assumptions were based on samples of previous 
programmes given in Civil Service departments.
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It was not known whether people attended residential or day 
courses, and if courses were run by outside organisations or 
within the company itself. The format of the course would have 
been important, for example, how many lectures were given, what 
workshops or other discussion forums were available.
This information could have been obtained by giving a longer 
questionnaire, but this would not have been feasible for a postal 
questionnaire. If a more comprehensive tool were to be used, it 
probably need to be used as an aid to an interview with 
subjects.
Comparative data was available for the CCEI and the ISEL, but not 
for the LSI-B. The latter questionnaire was chosen because it was 
found to be reliable and valid for older cohorts. However, no 
comparative or normative data could be found! It would have been 
helpful to compare the results of previous studies using the LSI- 
B with subjects of similar ages, to the results obtained in this 
study.
Theoretical Implications
The findings of this study reject the Crisis Model. Very few 
people took on paid work after retiring, demonstrating that work 
is not necessary to maintaining life satisfaction levels in 
retirement.
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The Substitution Theory may have some relevance to this study. 
Many subjects reported that retirement allowed them to pursue 
interests that they had previously lacked time for. This suggests 
that activities were substituted for work to maintain life 
satisfaction. This may not be the case for people with few 
interests or plans before retirement however. The trend found in 
this sample may also lend support to the Accommodation Theory.
The theory most closely supported by this study is Atchley's 
(1975) Continuity Theory. Results suggested that most subjects 
made a successful transition from work to retirement, adapting
their hierarchies of personal goals accordingly. The desire to
retire gradually implies that people prefer to adapt their
lifestyle over time. Those having most difficulty in adjustment
had more obsessive personalities and may have been less flexible
as a result. This also fits the predictions of the Continuity 
Theory.
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CHAPTER S IX
OVERALL CONCLUSIONS
The findings from this study suggest that pre-retirement courses 
are useful in helping people to think about retirement. Many 
subjects in the sample felt that they benefitted from the courses 
they attended, although the benefits gained were not always a 
direct result of the information provided. It would seem 
therefore, that while the courses are helpful, they have the 
potential to be more effective. By reducing the content in some 
areas, eg. financial issues, others could be increased, such as 
exploring the impact of retirement on the individual; looking at 
coping strategies; and allowing retirees to decide how they 
progress from employee to retiree.
Some of these suggestions would involve changes in company 
policies regarding retirement procedures and may take some time 
to implement. However the results could be well worth the effort. 
If people can be helped to make a successful adjustment to 
retirement they are likely to have a better quality of life, and 
to cope better with any problems occuring in the future.
Further research could focus on achieving a pre-retirement course 
format which can allow for individual differences in retirement 
preferences. The content would have to be monitored to achieve 
maximum effectiveness. Such research could either be longitudinal
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or cross sectional. Ideally, courses should reach a stage where 
the organisers evaluate their programmes by maintaining contact 
with previous participants, and exchanging information with other 
pre-retirement courses.
In a time where the elderly population is increasing and health­
care resources are declining, it is essential for the country's 
economy as well as the individuals concerned that retirement 
should be treated as a time of continuing good health, 
independence and fulfilment. With effective management pre­
retirement courses can make a substantial contribution to this 
area.
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APPENDICES
APPENDIX 1
Examples Pre-Retirement Courses
course one:
Day 1
9.15 - 10.00 Welcome and introductory video
10.00 - 10.15 Coffee
10.15 - 11.30 Retirement - opportunity and challenge
- home
- work (paid and voluntary)
- leisure
- further education
11.30 - 12.00 The Retirement Fellowship
12.00 - 1.00 Lunch
1.00 - 2.30 Financial planning and taxation
2.30 - 2.45 Tea
2-45 - 3.15 Finances (continued)
3.15 - 4.00 Looking after your Health
Day 2
9.15 - 10.30 Crime Prevention
10.30 - 10.45 Coffee
10.45 - 12.00 State Pensions and Benefits
12.00 - 1.15 Lunch
1.15 - 2.30 Your Company Pension
2.30 - 2.45 Tea
2-45 - 3.30 Pensions (continued)
3.30- 3.45 Close
1 0 6
Course two:
Day 1
9.30 - 10.00 Introduction
10.00 - 10.45 Hopes and Concerns for the Future
(group discussion)
10. 45 - 11.00 Coffee
11.00 - 12.30 Future Planning - personal and motivational
aspects of retirement
12.30 - 2.00 Lunch
2.00 - 3.30 State Benefits
3.30 - 5.00 Company pension and Benefits
Day 2
9.30 - 12.30 Financial Planning
(coffee served during the session)
12.30 - 2.00 Lunch
2.00 - 3.45 Activities - work, education and hobbies
(tea served within the session)
3.45 - 5.00 Health and Retirement - a positive approach
5.00 Course Review and Closure
(Course counsellors were available for discussions at lunchtimes)
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^pm)ix_4
sp_ExpERiEM’ i al I î®EX
r . Do you o ften  feel u p se t fo r no  obvious reason? /Vo. “ I r
2. Do you have an unreasonable fear of being in enclosed  spaces such as ^ o p s ,
lifts, e tc? O ften   Sometimes.......  Never___
3. Do people ever say you are to o  conscientious? N o...... Yes.__
4. Are you troub led  by dizzyness or shortness of breath?
Never  O ften   Sometimes___
5. Can you th in k  as qu ick ly  as you  used to? Yes  /Vo___
6. Are y ou r opinions easily influenced? Yes  N o___
7. Have you fe lt as though  you m ight faint?
Frequently   Occasionally  /V ever.  .......
8. Do you find yourself w orrying ab o u t getting som e incu rab le  3&%ss?
Never  Sometimes...... O ften   .......
9. Do you th in k  th a t 'c le a n lin e ss  is nex t to  godliness'? N o   Yes________
10. Do you o ften  feel sick or have indigestion? Yes  N o ____
11. Do you feel th a t life is to o  m uch effort?
A t  times  Often   Never.......
12. Have you , a t any tim e in y o u r life, enjoyed acting? Yes  N à......
13. Do you feel uneasy and restless? Frequently  Sometimes....... /^ v e r .  
14. Do you feel m ore relaxed indoors?
Defin itely   Sometimes  N o tp a rth u la riy ......
15. Do you find th a t  silly or unreasonable th ough ts  keep recurring  in your
m ind? Frequently  Sometimes  Never.......
16. Do you som etim es feel tingling or pricking sensations in you?-body , arms
or legs? Rarely   Frequently  Never.......
17. Do you regret m uch o f your past behaviour? Yes  N o ___
18. Are you norm ally  an excessively em otional person? Yes  No......
19. Do you som etim es feel really panicky? N o   Yes.......
20. Do you feel uneasy travelling on buses o r th e  U nderground  even if they
are n o t crow ded? Very   A little   N o t a t a ll.......
21. Are you happiest w hen you are working? Yes  N o .......
22. Has y o u r ap p e tite  go t less recently? N o ..........  Yes...
23. Do you w ake unusually  early in the m orning? Yes  N o „ ...
I 2 4 . Do you enjoy being th e  cen tre  o f a tten tio n ?  N o   Yes.......
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^ 5 .  W ould you say you  w ere a w orry ing  person? "H i
Very   Fairly   N o t a t a ll  *“
26. Do you dislike going o u t alone? Yes......  N o .....
27 . Are you a perfection ist?  N o   Yes........
28. Do you feel undu ly  tired  and exhausted?
O ften   Sometimes  Never.......
29. Do you experience long periods o f  sadness?
Never  Often   Sometimes.......
30. Do you find  th a t you  take  advantage o f circum stances fo r y o u r ow n ends?
Never.......  Sometimes  Often ......
31 . Do you o ften  feel 's trung  u p ' inside? Yes  N o ......
32. Do you w o rry  und u ly  w hen relatives are late com ing hom e?
N o   Yes '
33. Do you have to  check things you  d o  to  an unnecessary ex ten t?
Yes  N o .......
34. Can you get o ff  to  sleep alright a t th e  m om ent? N o   Yes........
35. D o you have to  m ake a special e ffo r t to  face up  to  a crisis o r d ifficu lty?
Very much so  Sometimes  N o t more than anyone else.......
36. D o you o ften  spend a lo t o f m oney  on  clo thes? Yes  N o ........
37. Have you ever had th e  feeling you  w ere 'going to  pieces'? Yes  N o ............
38. Are you scared o f heights? Very   Fairly   N o t a t a ll.......
39. Does it irrita te  you if y o u r norm al rou tine  is d isturbed?
Greatly   A little   N o t a t a ll.......
40 . Do you often  suffer from  excessive sw eating o r flu ttering  o f the  heart?
N o   Yes.......
41. Do you find yourself needing to  cry?
Frequently   Sometimes  Never.......
42. Do you enjoy d ram atic  s itua tions?  Yes  N o ......
43. Do you have bad dream s w hich u p se t you w hen you w ake up?
Never  Sometimes  Frequently .......
44 . Do you feel panicky in crow ds? Always   Sometimes  Never.......
45. Do you find yourself w orrying unreasonably  ab o u t things th a t do  n o t really
m atter?  Never  Frequently   Sometimes.......
46. Has your sexual in te rest altered? Less  The same or greater.......
4 7 . Have you lost y ou r ab ility  to  feel sym pathy  fo r o th e r people?
N o   Yes......
J ^ 8 .  Do you som etim es find yourself posing o r pretending? Yes  N o    |
PLEASE CHECK THA T  Y O U  HA VE ANSW ERED A L L  THE Q UESTIO NS
page two
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APPENDIX 5 
DEMOGRAPHIC DATA QUESTIONNAIRE
1 . SEX M/F
2- a g e ____  years    months
3. MARITAL STATUS: single / married / widowed / divorced
4. AT WHAT AGE DID YOU LEAVE SCHOOL? ______  years.
5. PLEASE INDICATE WHAT QUALIFICATIONS, IF ANY, YOU OBTAINED:
"n" T T?\7TTT c (please tick)Ü LEVELS ____ FURTHER QUALIFICATIONS______
"A" l e v e l s   HIGHER QUALIFICATIONS_____
PROFESSIONAL QUALIFICATIONS
6. HOW LONG HAVE YOU BEEN RETIRED? __   years months
7. WHAT WAS YOUR LAST OCCUPATION?
8. HOW LONG WERE YOU WORKING IN THAT JOB? years
months. ---- ----
1 = most unsatisfied 
10 = very satisfied
7 8 9 1 0
JOB B ^ O R f  RE?iR™ENT°WAs“ rYOU?'“ ''^  ^^ST
1 = not important 
10 = very important
1 2 3 4 5 6 7 8 9  10
wiTH°YOUR"wZlNG LIFE IN^GENERAL : SATISFIED YOU WERE
1 = most unsatisfied 
10 = very satisfied
Ï 2 3 4 5 6 7 8 9 fÔ
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YOUR WORKING LIFE WHAT ASPECTS DID YOU FIND MOST 
SATISFYING? PLEASE LIST 3 (maximum) AND INDICATE WHY:
a)
b)
c)
13. WAS YOUR RETIREMENT VOLUNTARY? YES / NO
14. DID YOU FEEL GLAD TO RETIRE? YES / NO
15. DID YOU FEEL READY TO RETIRE? YES / NO
16. DID YOU PLAN YOUR RETIREMENT BEFORE YOU RETIRED? YES / NO
17. DID YOU COMPLETE A PRE-RETIREMENT COURSE? YES / N O
18. HOW LONG WAS THE COURSE? number of sessions:_________ _
number of weeks : _____
19. DID YOU ENJOY THE COURSE? YES / NO
20. DID YOU FIND IT HELPFUL? YES / NO
PLANNIN^t oS ^ R E t L e mEn?: PARTICULARLY HELPFUL II
PREVIOUS™"cONSIDERED^^\^f RETIREMENT THAT YOU HAD NOT
23. SINCE YOUR RETIREMENT, HOW DO YOU FILL YOUR TIME? (Please 
give 3 examples): '
1 .
2 .
3.
24. HAVE YOU UNDERTAKEN PAID WORK SINCE YOU RETIRED? YES / NO
25. IF "YES" HOW MANY HOURS A WEEK DO YOU WORK (approximately)?
HRS.
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26. WHAT TYPE OF WORK DO YOU DO ?
27. FOR WHAT REASON DO YOU CONTINUE TO WORK?
(Please tick appropriate statement)
Out of financial necessity 
Desire to continue working
28. DO YOU OWN YOUR OWN HOUSE? YES / NO
wife/^husban^T^sonT HOUSEHOLD (ie
1 .
1 1 . 
iii
30. DO YOU HAVE A MORTGAGE? YES / NO
31. HAVE YOU RECENTLY MOVED HOUSE? YES / NO
COUNTRY?^GYES°/°NO°" ""^2 TO A DIFFERENT AREA OF THE
33. ARE YOU CONTENT IN YOUR PRESENT HOME? YES / NO
34. DO YOU EVER WORRY ABOUT YOUR FINANCIAL SITUATION? YES / NO
35. PLEASE INDICATE WHICH INCOME BRACKET APPLIES TO YOU NOW:
A) Up to £6000.00 p/a ___ B) £6000.00 - £12000.00 p/a ____
C) £12000.00 - £20000.00 p/a ____ D)  £20000.00 upwards ____
36. ARE YOU THE SOLE BREADWINNER IN YOUR HOUSEHOLD? YES / NO.
37. IF "NO" WHO ELSE EARNS?
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38. DO YOU WORRY GREATLY ABOUT YOUR HEALTH? YES / NO
39. DO YOU HAVE ANY MAJOR HEALTH PROBLEMS? YES / NO
40. DO YOU LOOK AFTER ANY DEPENDENTS? YES / NO
41. IF "YES" PLEASE EXPLAIN THEIR RELATIONSHIP TO YOU
eg. mother, child, grandchild etc.
42. DO YOU NEED TO DEVOTE A LOT OF TIME TO LOOK AFTER THEM? 
YES / NO
43. HAVE YOU HAD ANY BEREAVEMENTS IN THE PAST 2 YEARS? YES /
44. IF "YES" PLEASE EXPLAIN THEIR RELATIONSHIP TO YOU: 
eg. spouse, parent, child, friend etc.
NO
45. ON A SCALE OF 1-10, HOW WELL DO YOU FEEL YOU HAVE ADJUSTED TO 
YOUR RETIREMENT?
1= Adjusted poorly 
10= Adjusted very well
1 2 3 4 5 6  7 8 9 1 0
THANKYOU FOR YOUR HELP.
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tLETTER
UNIVERSITY OF SURREY
Guildford Surrey GU2 5XH Telephone (0483) 571281 Telex 859331
Department o f Psychology Direct U ne (0483) 509175 Fax 0483 32813
David Canter, Head of Depanment and Professor of Psychology 
Harry McGurk, Professor of Developmental Psychology
Dear Sir/Madam,
Yours sincerely,
Sue Webb 
(Psychologist)
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APPENDIX 7
àteKory Definitions for Item-12 of the Demographic Data 
lestionnaire : (Over your working life what aspects did you find 
os t satisfying?)-
Psycho logical - Any aspect which involves a feeling of 
notional well-being achieved through their work.
g. "knowing that I have done a good job"/ "feeling useful"/ 
being valued for my work"/ "being able to help others and 
mowing that they benefit from my work".
. Social - Any aspect cited where working with other people is 
sen as important to overall job-satisfaction.
g . " m e e t i n g  p e o p l e " /  " w o r k i n g  t o g e t h e r  as a t e a m "  / " w o r k i n g  in
1 o f f i c e  wi t h  g o o d  f r i e n d s " /  " w o r k i n g  c l o s e l y  with, a nd  g e t t i n g  
n w it h a W i d e  v a r i e t y  of o t h e r  pe op le " .
C h a l l e n g e  - A n y  a s p e c t  w h e r e  s a t i s f a c t i o n  is g a i n e d  fro m
D iv i n g  p r o b l e m s  or w o r k i n g  t o w a r d s  p e r s o n a l  g o a l s  or c o m p a n y
e a d 1 ines.
g . " u s i n g my i n t e l l i g e n c e  to im p r o v e  the c o m p a n y ’s e f f i c i e n c y " /  
b e i n g  a b l e  to m e e t  d e a d l i n e s  on t i m e " /  " S o l v i n g  p r o b l e m s
D n c e r n i n g  m a n a g e m e n t  is su e s for the c o m p a n y " .
. Pesponsibility - Any aspect where satisfaction is gained from
eing accountable for one’s actions or being in control of
□mething or someone.
g. "Being responsible for managing the people in my department"/ 
Looking after the accounts for the office"/ "Making sure that 
he department runs smoothly, and that deadlines are kept".
. Financial - Any aspect involving financial reward, either for
hemselves or for other people/ organisations.
g . "Getting my salary each month!"/ "making money for the
ompany"/ "Getting a good salary every month"/ "being able to 
upport my family financially".
hen item 12 is rated, some or all of these aspects may be 
ncluded in a subject’s response. One mark should be given for 
ach aspect present.
]
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THANKS IN OLD AGE
Thanks in old age - thanks ere I go,
For health, the midday sun, the impalpable air - for life, 
mere life.
For precious ever-lingering memories.
For all my days - not those of peace alone - the days of war 
the same.
For gentle words, caresses, gifts from foreign lands.
For shelter, wine and meat - for sweet appreciation.
G . Stanley Hall.
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